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MERCODOL’s 


MORE COMPLETE RELIEF 
FOR YOUR 
COUGHING PATIENTS 


| 


Mercodol’s selective cough-controlling nar- 

cotic! stops the wracking cough . . . but does 

not interfere with the cough reflex your 
patients need to keep passages clear. In addi- 

tion, Mercodol provides an effective broncho- 
dilator? to relax plugged bronchioles, and an 
expectorant® to liquefy secretions. The result is 
more complete cough relief ... remarkably free 
from nausea, constipation, and cardiovascular or 
nervous stimulation. 


An exempt narcotic 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


MERCODOL with DECAPRYN 
For the cough with a specific allergic basis 


i itrate 
New York e CINCINNATI ¢ Toronto Trade-mark ‘“‘Decapryn” 
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2. Nethamine® Hydrochloride 0.1 Gm. 
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Detail of the Labyrinthine Structure 


“The prophylactic value of Dramamine was conclusively demon- 
strated among 170 passengers who volunteered the information 
that they were unusually susceptible to motion sickness. .. . There was 
complete relief (freedom from any signs or symptoms of airsickness) 


in 152 cases or 89.5 per cent;.... 
—Tuttle, A. D.: Special Breakdown of 
Case Histories, presented at the Airlines 


Medical Directors Association Meeting, 
New York, N. Y., Aug. 28, 1949. 


Brand of Dimenhydrinate 


For the prevention or treatment of motion sickness caused by auto- 
mobiles, streetcars, ships, planes, trains and other vehicles. 


Supplied in 50 mg. tablets and in liquid form. 
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In pregnancy and lactation when 
the mineral and vitamin require- 
ments are greatly increased and 
when a balanced diet can not be 
assured, Calirad Super contains 
generous amounts of essential 
dietary factors in easy-to-swallow 
gelatin capsules. 


CALIRAD 


@ “Latent deficiency disease may 
become overt in pregnancy just as 
; it may in the course of disease or 
j after traumas and surgical pro- 
cedures. In an analysis of the diets 
of 514 pregnant women, Williams 
and Fralin' classified only 10 of 
the diets as good; 209 were fair 
and 295 poor. This is tragic; for it 
has been demonstrated that women 
properly nourished during preg- 
nancy are less liable to the compli- 
cations of pregnancy, less likely to 
have miscarriages, and less likely 
to bear dead or premature babies.”” 


RECOMMENDED 


1. Williams, P. F., and Fralin, F. G.: Am. Jour. 


DAILY DOSE Obst. & Gynec., 43:1, Jan., 1942. 
OF 2. Wohl, M. G., and io © G.: In 
CALIRAD SUPER mihma 
SUPPLIES: 
wre For children For adults During pregnancy (latter half) 
2 capsules 3 capsules 6 capsules 
Vitamin A MoR* 1% MoR* 1% RDA* 
Vitamin B: 2% 3 
Vitamin Bz t 1% 2% 
Nicotinamide Tt 3% 
Vitamin C 3 3 1% re 
Vitamin D 1% 2% 4% . 
Calcium 
lron 1 1% 2 
* MDR=Minimum daily requirement. e 


** RDA=Recommended daily allowance, Food and Nutrition Board, National Research Council. 
t The MDR of vitamin B, in children and the MDR of nicotinamide have not been definitely established. 


How Supplied: Capsules, in bottles of 50 and 250. . 
Calirad, trademark reg. U.S. & Canada 


WINTHROP-STEARNS INC. - New York 18,N.Y. + Windsor, Ont. 
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ARTICLES 


Varicose Veins . ...... 32 


Sherman A. Eger, M.D., and Frederick B. 
Wagner, Jr., M.D. 


The treatment of varicose veins including physical exam- 
ination, history taking, special tests, supportive treat- 
ment, and sclerosing and operative therapy. 


Surgery in Pediatrics . 
Arthur A. Schaefer, M.D. 


Diagnosis and surgical treatment of emergencies in child- 
Y» hood which include meningoceles and meningomyeloceles, 

diaphragmatic hernia, pyloric stenosis, Meckel’s diverti- 
culum, and intussusception. 


What to Know About Drug Addiction 


Harris Isbell, M.D. 


A discussion of the etiology, diagnosis, treatment, and 
prevention of drug addiction; opiates, marihuvana, seda- 
tives and hypnotics. 


TRADE MARK REGISTERED U. S. PATENT OFFICE 


Squints in Children . . . . . . 53 


Walter H. Fink, M.D. 


Strabismus—etiology, diagnosis, management; described 
for the family physician in order to fit him for his role 
in management of the disorder. 


Obstetric Anesthesia 


John S. Lundy, M.D., and Edward Banner, M.D. 


The use of either anesthesia, regional anesthesia for vag- 
inal delivery and for Cesarean section, analgesic agents, 
and rectal anesthesia. 
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Advantages of Microthermy . . . . 67 
Edwin Matlin, M.D. 


VOLUME IV @® NUMBER 3 


Discussion of the three forms of medical diathermy: 
long-wave, short-wave, and micro-wave; advantages of 
microthermy, and its use for acute conditions. 


publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 


Thirty-fourth St., Kansas City 2, Missouri. Pub- Practical Therapeutics—Management 
lication Office (printer): 1717 Washington ‘wae 
Street, Kansas City 8, Missouri. Advertising of Glomerulonephritis . . . . . . 70 
’ Office: 4 Wilsey Square, Ridgewood, New 
Jersey. © One dollar a copy. By subscription: H. A. Lindberg, M.D. 
$5.00 year to members of the American : 
L Academy of General Practice, $10.00 a year A review of the course of nephritis; a discussion of the 


to others in U.S.A. and Canada. $12.00 in five phases during which medical attention is necessary: 
foreign countries. Entered as second-class mat- 


Cw 8, M early acute stage; recurrent exacerbation; nephrotic syn- 
ter at the post office at Kansas City 8, Missouri. : sas : 

© Printed in USA. Copyright, 1951, by drome, ambulatory —— nephritis, and uremia. 

the American Academy of General Practice. (Continued on page 5) 
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New 7th edition of ROSENAU 


PREVENTIVE MEDICINE ano HYGIENE 


By KENNETH F. MAXCY, M.D., Dr. P.H. 
with 26 contributing authorities 


Under new authorship, this new 1951 
edition of Milton Rosenau’s famous text 
has been completely modernized, rewrit- 
ten and reorganized to bring it to date as 
an authoritative guide for all physicians 
and public health workers. 


It supplies the latest and most authori- 
tative information on preventive medi- 
cine and public health under the main 
sections headings: Prevention of Com- 


municable Diseases; Nutrition and De- 
ficiency Diseases; Maintenance of Health 
and Prevention of Disability; Mental 
Hygiene; Food Sanitation; Environ- 
mental Medicine; Industrial Medicine 
and Diseases of Occupation; Sanitary 
Control of Water Supplies; Sewage and 
Refuse Disposal; Methodology; Public 
Health Organization and Activities. 


1500 pages. Illustrated. 7th Edition. October 1951. $14.00. 


SURGICAL CARE 
By ROBERT ELMAN, M_D., F.A.C.S. 


Based on sound physiologic principles 
and current biochemical knowledge, this 
new text presents positive and detailed 
programs for the preoperative, postoper- 
ative and posttraumatic care of the sur- 
gical patient. 


Brief case reports support the text and 
illustrate mistakes as well as successes 
in therapy. 


606 pages. 75 illus. Sept. 1951. $8.00. 


PHYSICAL DIAGNOSIS 
By RAYMOND BRUST, M.D., F.A.C.P. 


This concise guide states principles 
and presents essential facts in essence, 
integrated and cleared of extraneous ma- 
terial. 


The book follows the systematic ap- 
proach, beginning with the head and pro- 
ceeding downward and inward to con- 
sider the diagnostic signs exposed by in- 
spection, palpation, percussion and aus- 
culation. 


300 pages. 71 illus. June 1951. $4.50. 


5th (1951) edition 


APPROVED LABORATORY TECHNIC 


By JOHN A. KOLMER, M.D., F.A.C.P., EARLE H. SPAULDING, Ph.D., and 
HOWARD W. ROBINSON, Ph.D., with 18 collaborating authorities. 


This completely rewritten edition gives 
the detailed technics for the laboratory 
tests and examinations of most impor- 
tance to the physician in arriving at a 
correct diagnosis. 


The book is sub-divided into sections 
on clinical pathology, bacteriology, para- 


sitology, biochemistry, mycology, histol- 
ogy, virology and serology. 


All procedures are concisely detailed 
in step-by-step sequence and in precise 
terms of quantity and time for accuracy 
of results. Possible sources of error are 
pointed out. 


1200 pages. 493 illus. (28 in color). 5th Edition. Sept. 1951. $12.00. 


APPLETON-CENTURY-CROFTS, INC. 
35 W. 32nd St., New York 1, N. Y. 
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Secretary’s Newsletter . opposite page 
This Month’s Authors. . . . . . 


Brain Tumors... Stellate Ganglion and Strokes... Sub- 
arachnoid Hemorrhages... Thank You, Mr. Ewing... 
Artificial Femoral Head ... Rheumatic Fever... Who Will 
Inspect Hospitals? (guest editorial) 


Tips from Other Journals . . . . 


Carcinoma of Colon and Rectum... Progesterone and 
the Uterus... Dyskinesia of the Ureter...Pseudocyesis 
. . . Pudendal Biock in Obstetrics . . . Procaine Amide for 
Cardiac Arrhythmias... Polyps of Rectum and Colon... 
Rheumatoid Arthritis and Infection... Riboflavin Defi- 
ciency ... TEM... Authorization for Autopsy ... Diagnosis 
of Mediastinal Tumors...Uterine Cancer in Young 
Women...Serum lodine Determinations...A i 
Chloride Acidosis ... Clubfoot... Intravenous Albumin for 
Cirrhosis...Lipidema of the Legs...Cortisone in Eye 
Drops... Stellate Block for Apoplexy ...Actinomycosis 
...Chronic Trench Foot ...A New Pyelographic Drug... 
Genital Dermatitis...Treatment of Ankle Sprains... 
Medical Treatment of Thyrotoxicosis ... Prevention of Em- 
bolism by Vein Ligation...Breech Presentation... The 
Esophagus and Emotion... Rubella and Pregnancy 


Information Please . . . . . 


Brown Pigmentation for Emaciation...Pain in the Rec- 
tum...Cancer of Thyroid... Albuminuria... Androgens 
for Cystic Mastitis ...Osteomalacia . .. Epidermophytosis 
of the Feet... Amebiasis... The Hypotensive Patient... 
Leukorrhea in Young Women... Antibiotics in Combi- 
nation ...Tolserol for Poliomyelitis 


Business and Economics . . . 


Income of Physicians—1949, by Charles E. Nyberg... 
Trends and Events in the Nation’s Capital . . . Medical Ex- 
aminations for Civil Aeronautics Administration . ..Re- 
muneration of General Practitioners in Great Britain... 
Meiling Discusses Military Medicine 


After Hours . ........ 


My Hobby Is Stamp Collecting, by T. Douglas Sandberg, 
M.D. 


The Practitioner's Bookshelf . . 


Therapeutics in Internal Medicine... The Medical Clinics 
of North America... Sexual Fear... Blood Clotting and 
Allied Problems... Introduction to Psychiatry ...Hand- 
book of Pediatric Medical Emergencies... Studies in 
Lobotomy ... Heart Disease, Its Diagnosis and Treatment 
...Diabetes Mellitus: Principles and Treatment... Sym- 
posium on the Healthy Personality ...An Introduction to 
Universal Serologic Reaction in Health and Disease... 
Immunology ...Cybernetics...Babe in a House... 
Clinical Heart Disease ... Postgraduate Lectures on Or- 
thopaedic Diagnosis and Indications ... Current Trends in 
the Relation of Psychology to Medicine ... Medical Treat- 
ment... Facts About the Menopause 


Academy Reports and News . . . . 


Announcing the 1952 Assembly Program...A message 
from the President: Socialism... Building Fund Report 
. -. California Member Triumphs in Emergency and Makes 
News...A Beguiling Route to the 1952 Assembly... 
News from the State Chapters 
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Academy Members 


may now order 


GIFT 
Subscriptions 


for 
Hospital and Medical 


School Libraries 


at $500 each 


‘This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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now available 


in product forms for 


local use in eye diseases 


Topical Administration 
Preferred in inflammatory lesions of the anterior 
segment: 


OPHTHALMIC SUSPENSION OF CORTONE® ACETATE 
2.5%—5 ce. bottles 

0.5%—5 cc. bottles 

Choice of concentration is dependent on the severity 
of the inflammatory process. Do not dilute or mix 
with other substances. 


; OPHTHALMIC OINTMENT OF CORTONE® ACETATE 
It is gratifying to report at this 1.5%—3.5 Gm. tubes 
timo that increasing supplics of Where use of an ointment is more convenient, 


Cortone are being made available. eae " 
We are continuing our efforts to ¢. g-, for application at bedtime. 


accomplish a steady rise in 
production and to maintain Systemic Administration 


equitable distribution, CORTONE® tablets or the injectable suspension 
Literature on Request may be reserved for the treatment of diseases 
of the deeper ocular structures 


ACETATE 


(CORTISONE Acetate Merck) 


MERCK & Co., INc. CORTONE is the registered 
Manufacturing Chemists trade-mark of Merck & Co., Inc: 


RAHWAY, NEw JERSEY for its brand of cortisone 
In Canada: MERCK & CO, Limited—Montreal 
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700 North Michigan Ave., Chicago 11 Illinois. 
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appointed an associate editor, with the thought that Dr. 


free circulation abstract journal, where he will serve in 
a consultive capacity and write occasional editorials. As 
associate editor of GP he will serve in the same capacity 
on our staff, under Editor Hussey. 


loyal friend, we extend heartiest best wishes and sincere 
thanks for a splendid contribution to the Academy and 


its journal. 


MEMO FROM 


THE MANAGING PUBLISHER 


Wir# sincere regret, the Publication Committee has re- 
ceived the resignation of GP’s renowned medical editor, 
Dr. Walter C. Alvarez. Dr. Hugh H. Hussey, recently 
appointed associate editor, has been named to succeed him. 
Dr. Alvarez will continue 
as a member of the staff in 
the position of associate 
editor. 

Our readers will recall 
that GP began publication 
without a medical editor; 
the tragically untimely death 
of Dr. F. Kenneth Albrecht 
occurred just before the 
first issue went to press. 
One of the strokes of 
great good fortune that 
has favored the Academy 
in its formative years trans- 
pired when we began a frantic search for a suitable editor 
to fill the place for which Dr. Albrecht had been selected. 
We learned that Dr. Alvarez, whose name is among the 
best known in American medicine, was available. He was 
retired from the Mayo Clinic last year. 

With unconcealed pride the new editor was announced 
in GP’s second issue, May, 1950. One of the ablest of 
contemporary medical writers, Dr. Alvarez has contributed 
greatly to the development of GP as an authoritative 
source of important medical information. His cogent and 
homely editorials on questions of practice and treatment 
have been widely reprinted. 

With the unprecedented growth of GP in both size 
and content during the succeeding year, the part-time 
position of medical editor soon placed burdens upon Dr. 
Alvarez that interfered with his other endeavors. In 
addition to his practice in Chicago he desired to devote 
more time to other writing in which he is engaged. It was 
for this reason that the Publication Committee recently 


Dr. Walter C. Alvarez 


Hussey would eventually succeed Dr. Alvarez as editor. 
When his resignation as editor of GP becomes effective, 
Dr. Alvarez will become editor of Modern Medicine, a 


To a noble gentleman, a consummate scholar, and a 


—M. F. C. 
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patients like this inhaler 


When you recommend Benzedrex Inhaler you can be certain 
that your patients will be grateful . . . and will give you 
complete cooperation between their treatments in your office. 
Here are reasons why patients accept Benzedrex Inhaler 
therapy so readily: 


1. Convenient: Benzedrex Inhaler is easy to carry in pocket 
or hand-bag and simple to use—at work or at play, 


at home or away. 


2. Pleasant to use: Benzedrex Inhaler has a clean, medicinal 
odor. It is agreeable to even the most sensitive nostrils. 


3. Effective: Benzedrex Inhaler provides the prompt and 
satisfying relief from nasal congestion that patients expect 
from a product recommended by their doctor. 

Smith, Kline G French Laboratories, Philadelphia 


the best inhaler ever developed 


Benzedre 


Inhaler 


*T.M. Reg. U.S. Pat. Off. 
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Secretary’s Newsletter 


SEPTEMBER 1951 


Interest Focused on ® Though increasing evidences of public concern about big 
Free Hospital Care government and high taxes have caused Congress to lose interest 
in attempts to enact compulsory sickness insurance measures 
and have led to drastic cutbacks in several appropriation bills, 


8 million members for contributions to the Committee for the 
Nation's Health, organized lobby for the Administration's 
socialized medical program. 


Meanwhile FS Administrator Ewing took the wraps off a new 
plan for back-door socialism with the announcement of a pro- 
gram for free hospitalization of the aged. Not yet in bill form, 
the proposal is obviously calculated to provide campaign 
material when the incumbent party goes to the voters next year. 
Like the Townsend plan of depression years it offers a frank 
appeal to the sizable body of voters who have reached age 65. 
In two years beneficiaries will number 7 million. The President 
will almost certainly make the plan the subject of a special 
: message to Congress when a politically opportune time arrives. 

That may be before the scheduled recess date of October l. 


Dependents of deceased insured persons and all those eligible 
for benefits at age 65 would be entitled to 60 days free hos- 
pitalization in the hospital of their choice upon recommen- 
dation of their physician. Declaring that no new taxes would 
be required, Ewing proposes that costs of the plan be met from 
existing reserves in the 0ld Age and Survivors Insurance sys- 
tem. Medical services would not be included "except such as 
is generally furnished by hospitals as an essential part of 
hospital care." The cost is estimated by FSA at $187 to $2350 mil- 
lion by 1953. It would naturally increase thereafter. 


Mr. Ewing has stated that the plan would be operated along 
Blue Cross lines. Indeed, it is not inconceivable that the FSA 
will later approach Blue Cross with a proposal to use these 
plans in administration of the program. If this develops, it 
will be interesting to see where the American Hospital Associa- 
tion and the nonprofit Blue Cross plans line up. 


Support Increasing > Support is increasing for the professional men's retirement 
' For Retirement Fund fund plan embodied in an amendment to the tax bill introduced 


the current session. The A.M.A., American Bar Association, and 
the American Dental Association, as well as most state medical 
societies, have voiced support of the measure. 


Professional men and other persons not covered by Social 
Security could pay into an approved organization's retirement 
fund 10 per cent of their annual income or $7,500, whichever is 


lower, and deduct the amount from income for tax purposes. 


| 
- the issue of socialized medicine remains a burning one. William 
a Green, president of the A.F. of L., recently appealed to his 
i by Senator Ives of New York. His proposal has received more at- 
ae tention than other bills of a similar nature introduced during 


Family Doctor Cue 
in Patient Study 


Here and There 
in Fewer Words 


Reserves could be drawn at age 60 or before in the event of total 
and permanent disability. If the accumulated retirement fund 

is drawn in a lump sum it would be subject only to the capital 
gains tax of 25 per cent. If drawn in installments normal in- 
come tax would be assessed. 

There is a reasonably good chance the Senate will approve the 
amendment offered by Senator Ives. In this event the proposal 
will go to a conference committee with the House which has 
already passed the tax bill, H.R. 4473. 


Pm One of the most significant studies of medical public rela- 
tions ever made has recently been submitted to the California 
Medical Association. Primarily a psychologic | study of the 
"doctor-patient" relationship, the study emphasizes the con- 
tinued importance of the family health counselor in a satisfac- 
tory medical system. Conducted by Ernest Dichter, New York 
psychologic consultant, for the CMA, the report concludes 
that the profession has lost public affection largely because 
the personal relationship between doctor and patient has been 
lost. 


The general practitioner can provide the solution, he thinks, 
by becoming the "general manager" of the medical team. ~ But, he he 
recommends that the term "personal physician" be sub substituted 
for "family doctor." Such a doctor, recommends Dichter, should 
accept total continuing responsibility to the patient for 
administering, securing, and supervising care for all medical 
and surgical problems. Patients should not be "referred" to 
specialists, he thinks, but consultants should be called in, 
with the personal physician retaining control of the case. 


A full interpretation of this monumental study and its 
recommendations will appear in next month's GP. 


& Encouraged by the strong endorsement of Secretary of Defense 
Marshall, Senator James E. Murray is renewing efforts to obtain 
action in his bill S. 337 for federal aid to medical education. 
American Legion is waging all-out fight in its support. 


Before approving new Food and Drug bill House of Representa- 
tives, by vote of 141 to 85, eliminated provision giving FSA 
Administrator authority to decide which drugs required pre- 
scriptions and which could be sold over the counter. Senate 
hearings start Sept. ll. 


Executive Committee of Board of Directors met in Chicago 
Aug. 19. Board will hold two-day meeting at headquarters Sept. 
28-29. Commission on Education and Commission on Memberships 
will meet in Kansas City following day. 

Health subcommittee of Senate Public Welfare Committee will 
hold hearings this month on revival of EMIC. Bill S. 1245 would 
furnish medical, nursing, hospital maternity and infant care 
for wives and infants of all enlisted members of armed forces. 


By a vote of 318 to 45 the House has overridden President's 
veto of H.R. 3193 for increased pensions for veterans with non- 
service connected disabilities. Senate will probably follow 
suit. (Next year is an election year. ) 

Senator Murray has polled all state governors for information 
in connection with proposal for federal subsidies to induce 
doctors to settle in rural areas. It is reported a number of 
governors politely suggested he mind his own business. 

Department of Commerce study of physicians’ incomes reveals 
wide disparity in specialists" vs. general practitioners’ in- 
comes with $15,014 and $8,835 respectively. See full report 
in this issue. 


Respectfully yours, 
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Acidized iron assures maximal utilization despite gastric 
acid deficiency, frequently encountered in hypochromic 
anemias of pregnancy and the aged. Iron of ferrous 
gluconate remains soluble and absorbable... 
acidized by glutamic acid hydrochloride, which 
liberates its acid smoothly, usually stimulates 
natural acid production. Thiamine hydro- 
chloride encourages normal gastric acid 
secretion, in deficiency conditions. 


HYCIDARON Tablets are con- 
venient, economical. 


WARREN-TEED HYCIDARON each tablet 
contains: Ferrous Gluconate 0.1 Gm. 
grs.), Glutamic Acid Hydro- 
chloride 0.3 Gm. (5 grs.), Thia- 
mine Hydrochloride 1 mg. In 
bottles of 100, 500, 1,000. 
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TABLETS 
AOR 
‘THE WARREN-TEED PRODUCTS COMPANY + COLUMBUS 8 C 
9 


in bronchial and cardiac asthma 


fot and sure relief 


unique BiscHoFF base” assures 

protected potency 

rapid absorption 


MINE 


suppositories 
(aminophylline and pentobarbital sodium) 


AMINET Suppositories relax constricted bronchi quickly and effec- 
tively. Their uniquely non-reactive base keeps active ingredients at 
full strength for long periods and melts readily after insertion to 
assure rapid absorption of therapeutic agents. You can be sure of 


the relief you desire when you specify AMINET Suppositories. 
AMINET Suppositories: Full Strength or Half Strength, boxes of 12 


AMINET Suppositories: Full strength: Aminophylline gr. 714 (0.5 Gm.) 
Sod. pentobarbital gr. 1! (0.1 Gm.). Half Strength: Aminophylline gr. 
334 (0.25 Gm.) Sod. pentobarbital gr. 34 (0.05 Gm.). 


Benzocaine has been added for its anesthetic effect. 


*Patent applied for. | 


ischo 


ERNST BISCHOFF COMPANY, INC +: IVORYTON, CONN. 
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Anesthesiology: John Adriani, M.D., New Orleans, La.; 
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Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
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B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
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Brooklyn, N. Y.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M_.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., Oklahoma City, Okla.; Willard O. Thompson, 
M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
‘Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 


GP @ September, 1951 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


_Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 


Mich.; Frank W. Konzelmann, M.D., Washington, D. 
C.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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ln Soft tissue Infections: “Verramycin was used in [101] soft tissue 


infections and proved to be of great value... 


Where the terramycin was used intravenously 


with the proper diluent, no instance of chemical 
phlebitis occurred....Where surgical intervention 
was used in conjunction with terramycin, the 
decrease in morbidity was marked and noteworthy 
... That terramycin has a wide and useful area 

of great value in the treatment of soft tissue 


infections is beyond question.” 


Wright, L. T., et al: Antibiotics and Chemotherapy 
1:165 (June) 1951. 


PERRAMYCIN HypDROCHLORIDE 


Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y,; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 

more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Alpers, M.D., 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 
N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 

Tropical Medicine: Joseph S. D'Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 


Cleveland, Ohio.; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 


Chocolate flavored—No chalky taste 


* Non-irritating—No side effects 
© EACH TABLET CONTAINS 


Calcium Levulinat 


INDICATIONS 


DOSAGE 
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Vitamin B; (Thiamine) .... 
Vitamin C (Ascorbic Acid) 
Vitamin D (Steenbock) 250 U.S.P. Units 


4gr. Tetany 
0.5 mg. Arthritis 
alia 10 mg. Skin Conditions 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Muscular Fatigue 

Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, il. 


Send for 
sample and 
literature 


Enclose 
professional 
card. 
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Two 12.5 mg. tablets of PHENERGAN, 
given at bedtime, generally provide 
adequate, prolonged relief from aller- 
gic symptoms. 


Its antihistaminic action far outlasts 
PHENERGAN’S sedative effect—the only 
important side action (1 out of 5 cases), 
and a distinct advantage in the bed- 
time dosage regimen. 


1. Bain, W. A., Broadbent, J. L., and Warin, R. P.: Lancet 
2:47, 1949. 


Issued in scored tablets of 12.5 mg., 
bottles of 100; on prescription only. 


N-(2'-dimethylamino-2'-methylethyl) 
phenothiazine hydrochloride 


Wet \ncorporated, Philadelphia 2, Pa. 
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> Chis Month’s Authors 


Sherman A. Eger, M.D., 


is Associate Professor of Surgery at Jefferson Medical College, Philadelphia, and 
Chief Surgeon, Delaware County Hospital, Drexel Hill, Pennsylvania. He served 
° his internship at Reading Hospital, Reading, Pennsylvania, and was a Fellow in Surgery 
at the Cleveland Clinic, Cleveland, Ohio. Dr. Eger served a residency in Surgery at 
the Worcester Memorial Hospital, Worcester, Massachusetts, from 1933 to 1934. 


Walter H. Fink, M.D., 


was graduated from the University of Minnesota Medical School in 1920. After 
serving a general internship at Philadelphia General Hospital, he did three years 
of graduate work at the University of Pennsylvania in ophthalmology. Dr. Fink 
started practicing medicine in Minneapolis in 1925. Most of his writing has been on 
the subject of ocular muscles, and he has recently written a text on the oblique 
muscles of the eye. 


Harris Isbell, M.D., 
. head of the Research Branch, United States Public Health Service Hospital, Lex- 


ington, Kentucky, has devoted his time to the investigation of drug addiction since 
1944. A graduate of Tulane University, he interned at Charity Hospital, New 
Orleans, and then entered the United States Public Health Service where he engaged 
in research in nutritional diseases at the National Institutes of Health, Bethesda, 
Maryland. Gardening and photography occupy his spare time. 


John S. Lundy, M.D., 
received his medical degree from Rush Medical College, Chicago, and interned at 
Harper Hospital, Detroit. He is Head of the Section on Anesthesia at the Mayo 
Clinic, Rochester, and Professor of Anesthesiology at the Mayo Foundation for 
Medical Education and Research, Graduate School, University of Minnesota. Dr. 
Lundy is the author of Clinical Anesthesia, published in 1942, and has contributed 
more than 250 articles to the medical literature. 


Arthur A. Schaefer, M.D., 


P is Assistant Professor of Surgery at Marquette School of Medicine, Milwaukee, 
Wisconsin. After receiving his medical degree from Harvard Medical School, Dr. 
Schaefer served internships at Columbia Hospital and Milwaukee Children’s Hospital, 
both in Milwaukee, and a residency at Columbia Hospital. He is a member of the 
: American Board of Surgery and the Central and the Western Surgical associations, 
and a Fellow of the American College of Surgeons. 
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The Postural Reflexes 
Remain Intact 


n 


A highly valuable feature of the hypotensive action of Veriloid is 


the maintained functioning of the postural reflexes so important to 
normal living. Even when the blood pressure is lowered to normal 
or near-normal limits, exertion and sudden changes in posture lead 
to the physiologic adjustments in cardiovascular dynamics, which 


When side actions to plain Veri- 
loid make administration of an ad- 
equate hypotensive dose difficult, 
Veriloid-VPM or Veriloid With 
Phenobarbital usually solves this 
problem. Containing Veriloid, 2 
mg., phenobarbital, 15 mg., and 
mannitol hexanitrate, 10 mg., 
Veriloid-VPM is usually well 
tolerated in therapeutically effec- 
tive dosage. Veriloid With Phe- 
nobarbital, containing Veriloid, 2 
mg., and phenobarbital, 15 mg., is 
preferred when the action of man- 
nitol hexanitrate is not desired. 


are needed to prevent acute hypotensive epi- 
sodes or collapse. 

Veriloid, a distinctive, biologically assayed 
hypotensive fraction of Veratrum viride, finds 
greatest usefulness in the more severe and 
resistant forms of hypertension. For most 
patients, from 10 to 12 mg. daily in divided 
doses, after meals and at bedtime, are adequate, 
although individualization of dosage is essential 
for maximum therapeutic efficacy and preven- 
tion of reactions. 

Veriloid is available on prescription through 
all pharmacies in 1, 2, and 3 mg. tablets. Litera- 
ture available on request. 

* Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 
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new, non-barbiturate hypnotic 

for safe, sound sleep 

i without drug hangover 

| free from habit-forming properties 
of the barbiturates 


safe 
free from habit-forming or addiction properties 


of barbiturates; rapidly metabolized; no cumulative action; 
no toxic effects on prolonged use 


acts gently and quickly in insomnia 
mild hypnotic action quickly induces restful sleep 


no prolonged suppressive effect 


action subsides after a few hours; patient continues to sleep naturally 


no drug hangover 


patient awakens refreshed with no “drugged” feeling 


a DORMISON is a substance new to pharmacology, completely different from 

fs barbiturates and other hypnotics. It contains only carbon, hydrogen and oxygen. 
It has no nitrogen, bromine, urea residues, sulfone groups or chemical 

: configurations present in depressant drugs now in use. 


The usual dose of Dormison (methylparafynolt) 

is one or two capsules, taken just before the patient is. 
ready for sleep. Dormison’s wide margin of safety 
allows liberal adjustment of dosage until the 

desired effect is obtained. Dormison is supplied as 

250 mg. soft gelatin capsules in bottles of 100. 


CORPORATION 


BLOOMFIELD, N. J. 


*T.M. TU.S. Pat. Pending 
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double the 5 power 


to resist food 


OBESITY 


3 “For every person who 
worries himself thin: there 
ea are three who eat their 


way to obesity.” These in- 
dividuals present a prob- 
=e lem to the physician: since 
af their chief pleasure is food. 


: ie OBOCELL exerts a double action in keeping the obese patient on a diet 
¥ |-o-n-g-e-r. Obocell (1) suppresses bulk hunger; (2) curbs the appetite. Further- 
more, Obocell elevates the mood and supplies non-nutritive bulk residue lacking 
in obesity diets. Thus, patients on Obocell therapy naturally eat less, do not 
violate their diet, lose weight and are satisfied and happy. 

Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methyl- 
cellulose, 150 mg. ‘Dose: Three to six tablets daily, usually given 30 minutes 
before meals. Supplied: In bottles of 
100, 500, 1000. 

1. Bram, !.: Arch. Ped. 67: 543-552, 1950. 
IRWIN, NEISLER & COMPANY 
Dept. GP DECATUR, ILLINOIS 
Literature and Samples on Request. 


‘COMBINED. 
HUNGER AND 
APPETITE DEPRESSANT 
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Yours Cruly... 


Excelsior! 
Dear Sir: 

The Miami Valley Hospital, Dayton, Ohio, through 
the Board of Trustees and the Medical Staff is interested 
in organizing a Department of General Practice. A com- 
mittee was appointed by the Chief of Staff to consider 
this problem. As Chairman of this committee, I would 
greatly appreciate receiving the list of hospitals reporting 
General Practice Departments, as well as six copies of 
the Manual for the members of my committee, and de- 
scriptions of operating General Practice Departments. 
This information will be of great assistance to us. 

The reports, letters, and comments relative to General 
Practice Departments in hospitals have been most inter- 
esting, and clearly indicate that the general practitioner is 
at last beginning to gain proper recognition in hospital 
practice throughout the country. The A.A.G.P. is to be 
highly commended for its efforts in this direction. 

GP is the most attractive medical periodical I receive, 
and each issue contains excellent articles and information 
essential to every physician practicing medicine. 

R. C. Doan, M.D. 
Miamisburg, Ohio 


Dear Sir: 

The élite, the supermen who inherited the community 
hospitals, whether built by drives on the populace or 
through the wills of men, appear to have a change of 
heart—thanks to the spirit and gumption of the founders 
of our association which was conceived in the interest of 
the people and imbued with the spirit of liberty. 

A few decades of what was going on would have im- 
measureably stifled the average doctor and reduced his 
capacity to serve the people. 

Never in the history of medicine has so much been 
accomplished in so short a time. 

G. Reep, M.D. 
Long Island, N. Y. 


Abortions from Typhoid Vaccine 
Dear Sir: 


As an aftermath of mass typhoid vaccination in the 
Kansas City, Kansas, flood area, there have been six abor- 
tions and one miscarriage traceable to typhoid vaccine. 

A goodly portion of women in the childbearing age 
complain of menstrual disturbances—some mild cramps— 
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LETTERS FROM OUR READERS 


others with active menstruation within 48 hours after an 
injection. 

I am planning to make a more extensive study as soon 
as the final vaccinations are given. 

Most of us are advising against vaccination during preg- 
nancy. 

Ray Busensark, M.D. 

Kansas City, Kansas 


Well Bitten 


Dear Dr. Miller: 

“Bites and Stings” is a real contribution to medical 
literature, as was your description of the methods you had 
worked out for obstetric care. These two articles have 
convinced me that you must be a gold mine of useful in- 
formation. This letter is motivated by honest admiration 
and the hope that modesty does not prevent future con- 
tributions to GP. In an effort to assure adequate mining 
operations of this promising claim, I am sending a copy 
of this letter to the editor of GP. He deserves much credit 
for its recognition. 

I (who have never seen a snake bite case) have never- 
theless anticipated this emergency. Your clinical differen- 
tiation between the nonvenomous scratches and the dan- 
gerous bite is of tremendous value. The same can be said 
of the therapeutic trial of calcium for arachnid bite. I 
am particularly glad to note the omission of the cut-and- 
suck method of first aid since the human mouth is swarm- 


ing with bacteria potentially dangerous to open wounds of 
devitalized tissue. 


ApraHaM M. Owen, M.D. 
Bloomington, Indiana 


Ours Is the Privilege 


Dear Sir: 

I have recently received your July issue and hasten 
to tell you that I am tremendously pleased, not only with 
the entire issue, but particularly the first number of our 
series on “Practical Therapeutics.” 

You are setting a high standard of artistry in format 
and all-around quality in publishing. This, together with 
a good content, written with discrimination, makes a tre- 
mendous contribution in a field where good educational 
work is so important. 

(Continued on page 21) 
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wide spectrum of antibacterial 
action 

additive and possibly synergistic 
antibacterial potency 


markedly greater safety in systemic 
sulfonamide therapy 


apparent reduction in hypersen- 
sitive reactions 


less possibility of development of 


drug-resistant organisms 


Excellent flavor, convenience and 
economy for the patient. 


Each teaspoonful (5 cc.) supplies: 


100,000 units buffered penicillin G 
potassium 


.167 Gm. Sulfadiazine 


.167 Gm. Sulfamerazine 


.167 Gm. Sulfacetimide—the sulfonamide 
of choice for the third component. 


ALSO: White's Dramcillin. White’s Dropcillin  e Dramcillin-250 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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(Continued from page 19) 
I hope that future contributions from Northwestern 
will justify our inclusion in your fine journal. Dr. Kyser 
and.I will take pains to insure that they do. We consider 
ita privilege to contribute to so fine a venture. 
A. R. Cotwett, M.D. 
Chairman, Department 
of Medicine 
Northwestern University 
Chicago, Illinois 


Eyes of Texas Are on Us 


Dear Sir: 
We should like to take this opportunity to offer our 
congratulations on the fine publication which you have in 
GP. It is a journal which our staff has watched with great 
interest and a little envy. It is outstanding in content and 
format and sets for other medical publications a high 
standard in specialized journalism. 
Harrietr CuNNINGHAM 
Assistant Editor 

Texas State Journal 

of Medicine 


These Eyes Are on Texas 


Dear Sir: 


I am interested in finding a new location, preferably in 
Texas or other Southwestern states. 


I believe I have read that you have an unofficial place- 
ment bureau, but I am not certain. 
I am 48 years of age, can do the average amount of 
surgery, and have recently been in charge of a small, 12- 
bed community hospital. 
D. R. Fosrer, M.D. 
Alpine Clinic 
Alpine, Texas 


A Request and a Nosegay 
Dear Mr. Cahal: 

You had a guest editorial on page 31 of your March, 
1951, issue by Dr. George Blumer on “Psychiatry in Gen- 
eral Hospitals” which we would like to have the privilege 
of reprinting with credit. 

And let us add that we are green with envy at the mag- 
nificent manner in which you launched your magazine! 

Frank Hicks 
Executive Editor 
Hospital Management 
Chicago, Illinois 
1. Permission granted. 2. Thanks.—Ep. 


Aid from Arkansas 


Dear Sir: 

I am afraid that we have done much less than we 
should have in the direction of preparing our medical 
students for general practice, as well as helping the gen- 
(Continued on page 23) 


HEAT .. instantly. constantly. . 


constructed to stand hard, 
usage, the Sollux Lamp is mounted on four 
casters for easy portability and features a 
terraced aluminum hood that adjusts to any 
desired position and eliminates hot spots. 

Equipped with a 500 Watt Bulb or 600 
Watt Element. 


INDICATIONS —Subacute and chronic traumatic and inflammatory con- 


ditions. Contusions and muscle strains, traumatic synovitis and 


tenosynovitis, sprains, dislocations and fractures. 


Chemical & Mfg. Co., Dept. GP-6-51 
Newark 5, N. J. 
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POTENT PROTECTIO 


> >> against the combined threats of 


arteriosclerosis and capillary fragility 


the arteriosclerotic patient, 
victim of poor dietary habits 
and the tempo of modern life 


the diabetic-hypertensive 
patient, often manifesting 
excessive capillary fragility 


the coronary thrombosis 
patient, continually threat- 
ened by vascular accidents 


| 


\ 
section of thrombotic artery 


showing fibrous thickening of 
intima and atheromatous area 


capillary fragility 
shown by high 
petechial count 


intimal capillary hemorrhages 
of the aorta may be precur- 
sors of more critical thrombi 


VASCU 


TRADEMARK 


© Schenley Laboratories, Inc. 


VASCUTUM* makes possible a dual attack, both 
prophylactic and therapeutic, in the two-front 
battle against hypercholesterolemia and capil- 
lary fragility, combining in one medication: 


1 Potent amounts of lipotropic agents, to 
promote decholesterolization in atheroscle- 
rosis, liver cirrhosis and diabetes mellitus. 


2 Therapeutic amounts of rutin and ascorbic 
acid, to combat related capillary weakness 
effectively. Damaging retinalhemorrhage often 
results from excessive capillary fragility and 
associated abnormal cholestero! deposits. 


The average daily dose (6 tablets) provides: 


Choline 1 Gm. | Pyridoxine HCI 4 mg 


Inositol 1 Gm. | Rutin 150 mg. 


di-Methionine 500 mg. | Ascorbic Acid 75 mg. 


VASCUTUM marks a distinct advance in the 
management of interrelated degenerative dis- 
eases affecting the middle-aged and elderly. 


SUPPLIED in bottles containing 100 tablets. 


SCHENLEY LABORATORIES, INC. 
350 FIFTH AVENUE »« NEW YORK 1 


*The word VASCUTUM is a trademark of Schenley Laboratories, Inc 
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(Continued from page 21) 
eral practitioners keep up to date. However, we realize 
that a great majority of our students should and will be- 
come general practitioners, and we are doing our best to 
direct their teaching program with that constantly in 
mind. 
We are very fortunate to have a vigorous Academy of 
General Practice in Arkansas and to enjoy its complete 
and enthusiastic support and co-operation. I believe that 
the Academy and the School of Medicine are finding 
mutual help. 
Haypven C. Nicuotrson, M.D. 
Dean 

University of Arkansas School of Medicine 

Little Rock, Arkansas 


Hip-Hooray! 


Dear Sir: 

I congratulate you on the fine job you are doing with 
GP. It is the first medical magazine I have ever received 
that “fills the bill” for a person in general practice. 

I believe your position in regards HIP (March issue) 
is a correct one and while I deplore socialization, I be- 
lieve we should have unbiased reports by both sides on 
all phases of these issues. 

JoserpH M. Georce, Jr., M.D. 
Las Vegas, Nevada 


What a Day! 
Dear Sir: 
Today my cleaning woman knocked over my new 
electric ironer; my youngest son stepped on a nail, and he, 
also, upset a gallon of violent red paint in the garage 
causing gory, suspicious splotches to appear on my car and 
the walls; I left my purse in the garage where I had gone 
to get some new tires; I discovered that Arthur did not 
tidy the basement last night after messing around with 
his photography; my baby sitter called about an hour ago 
to tell me she could not stay with the boys tonight after 
assuring me for two weeks she would; a silver-tongued 
gal talked me into doing Red Cross work again this year 
after I solemnly promised my husband I would not; our 
precious dog chewed a hole in one of our new lawn chairs; 
and yet, mind you, yet, I hauled out this old typewriter 
and wrote this review for you. Could any person, I ask 
you, so persevering in the face of a torrent of calamities 
be justly accused of remissness in submitting a review? 
Mrs. Artruur N. Jay 
Indianapolis, Indiana 


See review of Babe in a House in “The Practitioner's 
Bookshelf” department. The perspicacity of Mrs. Jay's re- 
view is exceeded only by the scintillation of the above 
letter which accompanied it. This unofficial member of 
GP’s staff is the wife of the able Chairman of the Publi- 
cation Committee.—Ep. 


Controlled maintenance...With Digitaline Nativelle mainte- 


nance of the decompensated heart is efficient—positive—through precise 
control of contractile force and rhythm. Because it is completely absorbed 
and uniformly dissipated, full digitalis effect is maintained between doses. 


digitaline 


Side effects are virtually nil. 


Send for brochure, *‘Modern 
Digitalis Therapy,’’ Varick 
Pharmacal Company, Inc. 
(Division of E. Fougera) 

75 Varick St., New York. 


Chief active principle of digitalis purpurea (digitoxin) 
not an adventitious mixture of glycosides 
For dosage instructions consult Physician’s Desk Reference - 
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Gentle Sedation 
Infants and Children 


Colicky gastrointestinal disorders... 
excited nervous states... 
restlessness... 
insomnia accompanying severe infections... 
Whenever a barbiturate is indicated in pediatric practice for 
sedation or hypnosis, remember the gentle “intermediate” 
action of Elixir Butisol Sodium. Butisol Sodium is 
metabolized in the body and hence provides sedation with 
less risk of barbiturate accumulation than with phenobarbital. 


PEDIATRIC DOSE RANGE: One-quarter to one teaspoonful 
7.5 mg.— 30 mg. Butisol Sodium) depending on age 
and the degree of depression desired. Caution: Use only as directed. 


Samples on request. 
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THIANTOIN SODIUM 


(PHETHENYLATE SODIUM, LILLY) 


his flexibility is a distinct advantage for, unlike some anticonvulsants, THIANTOIN 
SODIUM does not depress one type of seizure, only to bring other kinds into prominence. 
THIANTOIN SODIUM is a widely useful antiepileptic and is safer than other hydantoin 
compounds of comparable potency. Many resistant cases are controlled with doses which 
have been elevated safely to levels that were previously unattainable. Not only are there 
fewer side-effects, but there is often striking improvement of mental function in epileptic 


patients who receive THIANTOIN SODIUM. 


LILLY AND COMPANY Indianapolis 6, Indiana, U. S. A. 


The American Chemical Society, like Eli Lilly 
and Company, is now celebrating its seventy- 
fifth anniversary, and we pause to pay it tribute. 
Our own industry, as well as all of American 
progress and humanity, is deeply indebted to 
this esteemed group of scientists. 
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Editorials 


Brain Tumors 


A. W. Anson, H. J. Svien, and Henry W. Dodge, 
Jr., of the Mayo Clinic, reported on the present 
status of operations on brain tumors in Postgrad- 
uate Medicine for March, 1951. They say that 
the situation has improved greatly in recent years 
so that patients are now more willing to submit to 
brain surgery. Better methods for the control of 
hemorrhage and shock have reduced the surgical 
mortality. The employment of the electrosurgical 
knife and the electrocoagulating needle now makes 
it possible to remove tumors that previously were 
inoperable. 

The tumors that are encapsulated and benign 
can be completely removed. Even gliomas can be 
removed radically when they come in silent areas 
of the brain. Irradiation therapy helps in slowing 
the growth of a particularly vascular tumor. 

Today, the symptoms of brain tumor are often 
recognized more quickly than they used to be. 
These symptoms may be headache, vomiting, and 
choked disc. There may be pain with some rigidity 
of the neck. Personality changes may appear early, 
especially with lesions of the frontal lobes, There 
may also be disturbances of speech, convulsions, 
twitching, or paralysis of some muscles. There may 
be peculiar losses of sight, or disturbances of the 
movements of the eyes. A roentgenologic study of 
the skull may show suspicious thinning or thicken- 
ing of the calvarium. There may be enlargement 
of the sella, erosions or hyperostosis of the skull, 
or deposits of calcium which show the presence 
of a tumor. Help is often obtained from the injec- 
tion of air after the removal of cerebrospinal fluid 
from the lumbar region. One can also inject the 
ventricles of the brain through a small trephine 
opening. Displacement or distortion of the ven- 
tricles or subarachnoid spaces suggest the presence 
of a tumor. The blood vessels of the brain can also 
be injected with an opaque substance, and this 
technique may reveal the presence of a tumor. 
Unfortunately, tumors of the basal ganglia, the 
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brain stem, the pons, and the medulla are beyond 
the reach of the surgeon. Often it helps to remove 
part of a tumor because this reduces intracranial 
pressure, relieves symptoms, and allows the patient 
to live longer. 

Irradiation is particularly useful in the two 
groups of astrocytoma grade 4, and medulla-blas- 
toma. The roentgen rays tend to shrink the tumor 
and to retard its growth. 


Stellate Ganglion and Strokes 


SoME MEN have been advocating procaine block- 
ing of the stellate ganglion in cases of cerebral 
apoplexy of various types. The method was written 
up with great enthusiasm in the Saturday Evening 
Post. 

At first glance, it is hard to see how the blocking 
of the stellate ganglion could do any good, espe- 
cially late after a stroke. Theoretically, the blocking 
of the sympathetic nerves should cause blood ves- 
sels in the brain to open up and, for an hour or 
two, to supply a better circulation. Some physiolo- 
gists have been unable to show that the size of the 
blood vessels of the brain is regulated by the sym- 
pathetic nerves, while others claim that it some- 
times is. 

It is hard to see how the opening up of a blood 
vessel could help with either an embolism or a 
thrombosis. An embolus might be pushed on a 
little farther, while a thrombus would probably be 
unchanged. A hemorrhage could only be made 
worse, and Flothow, an experienced brain surgeon, 
has warned against the performance of stellate block 
when an artery has ruptured. It would seem, then, 
that blocking of the cervical sympathetic nerves is 
a most unpromising form of treatment. 

Before going to the trouble of making the in- 
jection, a physician would want to know if the 
block will really open up blood vessels in the brain. 
A good answer can be found in the February, 
1950, number of the American Journal of Medi- 
cine. There, Peritz and Scheinberg, of Duke Uni- 
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versity, reported studies with a technique which 
enabled them to measure the blood flow in the 
brain and the oxygen utilization of the brain tissue 
in cases of cerebral arteriosclerosis. The effect of a 
unilateral stellate ganglion block on cerebral cir- 
culation was studied in 19 cases. Similar blocks 
were done also on normal young persons, persons 
with hypertensive vascular disease, and persons 
with a recent cerebral thrombosis. In every case the 
block was successful, as shown by the appearance 
of a Horner's syndrome and an increase in the 
warmth of the ipsilateral arm. 

Middle-aged persons with hypertension and 
diabetes, but with no alteration in their mental 
status, were found at the start to have a dimin- 
ished amount of blood flow through the brain. 
They had a larger difference in the amounts of 
oxygen in arteries and veins, and a higher cerebral 
vascular resistance than had normal young persons. 
However, the utilization by the brain of oxygen 
and glucose was the same in the two groups. 

A person suffering from an abnormal mental 
status resulting from a cerebral vascular disease 
had a diminished flow of blood through the brain 
and a diminished use of oxygen and glucose by the 
brain. He also had a higher vascular resistance in 
the brain vessels. 

Highly significant was the fact that stellate gan- 
glion block produced no change in the cerebral 
metabolic functions either of normal persons, per- 
sons with hypertensive vascular disease, or elderly 
persons with cerebral thrombosis. Evidently, then, 
there is at present no scientific basis for producing 
stellate blocks in persons who have had a cerebral 
accident. 

Some may say that with stellate block some men 
with a stroke promptly got much better. This 
means nothing. The effects of a stroke can clear 
away rapidly as shock goes and edema clears up. 
The writer remembers seeing one morning a man 
of 82, lying in bed, paralyzed and aphasic. With- 
out any treatment at all, he recovered so rapidly 
that that evening he went out to dinner with 
friends. 


Subarachnoid Hemorrhages 


IN THE majority of patients with subarachnoid 
hemorrhages, the bleeding comes from an arterial 
aneurysm. About 40 per cent of all patients with 
a spontaneous subarachnoid hemorrhage die in the 
first attack, and about 40 per cent of the survivors 
expire because of recurrent attacks which take 


place some time within the following five years. 

These appalling figures are justification for the 
opinion held by French and Blake that, as soon as 
possible following a subarachnoid hemorrhage, 
cerebral angiography should be performed in order 
to locate the aneurysm and repair it surgically 
(Journal Lancet, 70:459, 1950). 

The clinical picture in a typical case of sub- 
arachnoid hemorrhage is unmistakable. The patient 
suddenly develops extremely severe headache, 
rapidly becomes stuporous or comatose, acquires 
stiffness of the neck due to blood in the subarach- 
noid space, and may or may not have signs of focal 
brain damage. A lumbar puncture usually reveals 
grossly bloody cerebrospinal fluid. 

The authors emphasize that the attempt to locate 
and eradicate the aneurysm should be made as 
soon after the hemorrhage as the patient’s general 
condition will permit a craniotomy. They believe 
that procrastination beyond the second week in- 
vites disaster, because of the greater frequency of 
recurrent hemorrhage at that time. 

This opinion is supported by an article on the 
same subject by Mount (J.A.M.A., 146:693, 1951), 
who reports that the mortality rate for conserva- 
tively treated patients was 48 per cent in 752 
collected cases. In contrast, the mortality rate for 
469 patients treated surgically was 14 per cent. 
This was the average for all reported cases, in- 
cluding the author’s own. 

A necessary prelude to surgical treatment is 
demonstration of the location of the arterial aneu- 
rysm in the brain. This is accomplished by arterio- 
graphic study, usually employing Diodrast. 

The type of surgical treatment selected for an 
individual case depends upon the findings in that 
case alone. The available procedures include re- 
moval of the aneurysm, trapping the aneurysm by 
applying clips to the artery on either side or by 
applying clips to the internal carotid artery in the 
neck and intracranially, clipping the neck of the 
sac, packing muscle around the outside of the wall 
of the aneurysm, opening the aneurysm and pack- 
ing the cavity with muscle, and strategic clipping 
in some cases of arteriovenous aneurysm. 

Mount emphasizes that in order to approach an 
aneurysm intracranially, there must be facilities 
for an arterial transfusion, by means of which 
blood can be replaced as rapidly as it is lost, and a 
double suction apparatus to remove the blood 
quickly should the aneurysm rupture during its 
exposure, so that the bleeding point can be visual- 
ized and treated. 
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Thank You, Mr. Ewing 


In mip-sprinc of this year, there issued from the 
office of Oscar Ewing, the Federal Security Ad- 
ministrator, an official report indicating that the 
general health of our nation was better than ever 
in 1950. He reported another drop in the national 
death rate, a further reduction in infant and ma- 
ternal mortality, and fewer cases of contagious 
disease. 

It is too bad Mr. Ewing does not have two 
faces, like Janus. 

Then it would be so much easier for one face 
to report that the American medical profession is 
continuing to increase the quality of its service, 
with continued improvement in the health of the 
American people, while the other face decries the 
“deplorable state” of the health of the nation. 


Artificial Femoral Head 


Since, after fracture of the upper end of the femur, 
the head of the bone is likely to atrophy and be- 
come useless, some orthopedists, of late, have been 
removing it and substituting an artificial head made 
of a synthetic plastic. This is firmly fixed to the 
upper end of the femur. In the Journal of Bone 
Surgery (32-B: 166, 1950), Jean and Robert Judet 
reported a study of 300 cases, in the earliest of 
which the patient was treated about 3.5 years ago. 

They stated that in most cases the results have 
been good. One-third of the patients do not now 
require a cane while walking. The amount of 
function obtained has varied, but in some cases it 
has been remarkable. Eighty per cent of the pa- 
tients were able to return to some form of work; 
some can walk several miles; and some ride a bicy- 
cle, and do a heavy day's work. 

The artificial heads are made in three different 
sizes, each with three different lengths of stem. 
The plastic used is of a type which is unaltered 
by the tissues and juices of the body. 

In no case has the pain been made worse by 
the operation. Seven out of ten patients now have 
either no pain, or but little of it. The immediate 
mortality of the operation was only 1 per cent. 


Rheumatic Fever 


AttHuoucu the riddle of rheumatic fever is not 
solved, recent years have witnessed outstanding 
progress toward the understanding of this disease. 
During World War II there were opportunities to 
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study tremendous numbers of cases in young 
adults. Consequently, we have a somewhat clearer 
understanding of the epidemiology of the disease 
and of basic therapeutic principles. 

When acute rheumatic fever appears for the 
first time during adult life, the course of the dis- 
ease is somewhat different than in children. Gen- 
erally speaking, it is shorter and less likely to be 
attended by overwhelming symptoms. For example, 
in one series of 109 cases in young adult white 
males, although seventeen per cent of the patients 
acquired organic heart murmurs, the number of 
cases of truly serious cardiac disease was very 
small—certainly much smaller than might be ex- 
pected with a similar experience in childhood. The 
comparative benignity of the disease in adults led 
one group of observers to recommend early ambula- 
tion as part of the therapeutic regimen, a recom- 
mendation which would not be countenanced by 
most physicians dealing with this same disease in 
children. 

Ever since mobilization started for World War 
II, there has been ample opportunity to study large 
outbreaks of streptococcic infections. During many 
such outbreaks, rheumatic fever appeared in epi- 
demic form. Support has been given, therefore, to 
the idea previously held, that rheumatic fever is a 
part of the poststreptococcal state. It is believed 
that the clinical manifestations are the consequence 
of altered sensitivity of the tissues to products of 
the hemolytic Streptococcus. 

Enormous strides have been taken in the pre- 
vention of acute rheumatic fever. Not the least of 
these has resulted from recognition that rheumatic 
fever is more likely to be seen in children living 
in densely populated areas under conditions that 
might permit their being classified as underprivi- 
leged. The public health aspects of this part of the 
problem are so obvious, that it is not surprising 
that community interest in rheumatic fever has 
been greatly stimulated. There is no doubt that the 
success of campaigns for funds by the American 
Heart Association has been predicated in no small 
part on public awareness of the dangers of rheu- 
matic fever in childhood. 

A more direct approach to prevention has re- 
sulted from our having available therapeutic mo- 
dalities which are effective against streptococcic in- 
fections. In this connection, it has been shown 
that the prompt treatment of streptococcic infec- 
tions with penicillin causes a significant lowering 
in the incidence of rheumatic fever and other mani- 
festations of the poststreptococcal state. This fact 
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Wuen, last year, the American College of Sur- 
geons announced the decision to discontinue their 
program of hospital inspection a formidable prob- 
lem emerged. The problem which still exists, is, 
which organization will now take up this impor- 
tant function. The medical profession and the pub- 
lic owe a huge debt of gratitude to the American 
College of Surgeons for the outstanding contribu- 
tion they have made specifically in the field of 
hospital inspection. They assumed this civic task 
more than thirty years ago because there was then 
no national organization in the field of hospital in- 
spection. Their service was so successful that their 
seal of approval became a mandatory requirement 
for all eligible hospitals. These past ten years have 
brought about a decided change, not only in eco- 
nomics, but in the nature and type of hospital 
care. The conditions that forced the A.C.S. to dis- 
continue inspection should have been apparent to 
all of our profession who pride themselves on 
knowing what is going on in the field of medicine. 
A chiding finger should be shaken at the high 
brass on Dearborn Street. 

The promptness with which the American Hos- 
pital Association proclaimed its willingness to as- 
sume this task caused the chilled awakening of the 


Guest Editorial... Will Inspect Hospitals? 


medical profession at large. What is the harm in 
having the A.H.A. undertake this job, if any? It is 
shameful that so many doctors of medicine ask 
this question. To answer as briefly as possible, the 
professional care of patients in hospitals is solely 
and exclusively the function of doctors of medicine 
to define, control, and maintain. This is the only 
legal and ethical position our profession can take. 
A hospital cannot “treat” illness anymore than it 
can “diagnose” disease. For these are professional 
services—yet. 

When the A.H.A. stated willingness to assume 
the burden of hospital inspection relinquished by 
the A.C.S., the A.M.A. sent representatives to 
meet with the A.H.A. with the view of salvaging 
what little could be reclaimed. The upshot was 
that the A.C.S., the A.H.A., the A.M.A., the 
A.C.P. (and the Canadian Medical and Hospital 
Associations if they wished to join) formed a Joint 
Commission on Accreditation of Hospitals. Numer- 
ous meetings of these representative bodies were 
held and an agreement was reached, whereby this 
Committee would do the job. 

Why does the American Hospital Association 
wish to undertake the field of hospital inspection? 
To make money; it’s as simple as that. Hospitals, 


implies that physicians must be instantly ready to 
start treatment with penicillin whenever there is 
the slightest suspicion that a streptococcic infection 
is present. Undoubtedly this may result in the un- 
necessary administration of penicillin to many pa- 
tients who do not truly have streptococcic infec- 
tions, but the drug will not have been wasted if 
the incidence of rheumatic fever can be reduced. 

Children who have experienced one attack of 
rheumatic fever are predisposed to second attacks. 
Furthermore, the likelihood of serious cardiac com- 
plications increases with succeeding episodes. For 
these reasons, a number of investigators have adopted 
a policy of administering effective antistreptococcic 
agents to children who have had their first attack 
of rheumatic fever. At first this prophylactic treat- 
ment was used only during the colder months of 
the year, but more recently there has been a tend- 
ency to give penicillin or a sulfonamide the year 
round, It is uncertain how long such prophylaxis 


should be continued. Dr. Bernard J. Walsh advo- 
cates a policy of continuing the program for at 
least four years after the last attack of acute rheu- 
matic fever. He prescribes sulfadiazine in doses of 
0.5 Gm. twice daily for children weighing more 
than 70 pounds, half these amounts for smaller 
children. 

One unfortunate outcome of wholesale adminis- 
tration of an antistreptococcic agent during epi- 
demics observed in troops was the development of 
resistant strains of Streptococci. Some hope is to be 
derived, however, from the fact that, when this 
happened, there was always a new antibiotic 
which proved effective against the Streptococcus 
made resistant against the older drug. Moreover, 
the problem of resistance of Streptococci has not 
been encountered in clinical experience with 
civilian populations. 

The most important progress in treatment of 
rheumatic fever has arisen from acceptance of the 
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perhaps more than any other group, have been 
harassed and pinched by the economic upheaval 
of the past decade. Despite excellent management, 
the cost of hospital care has skyrocketed, and at a 
time when private philanthropy has practically dis- 
appeared. Aside from seeking aid in Washington— 
the gesture of surrender—there is another possible 
source of income. 

Most hospitals are now deriving income from 
the departments of Pathology, Anesthesiology, 
Radiology, and Psychiatry. There are ways that 
this source can be made more productive—and the 
possibility exists that other departments, especially 
medicine and surgery, can be brought in. No 
search is needed to find examples of this practice 
already in operation. This is the basic reason many 
doctors of medicine are determined that the Ameri- 
can Hospital Association shall have no part in 
that aspect of hospital inspection that has to do 
with the professional care of patients. It may be 
quixotic to see something vicious in what is in 
reality a simple windmill, perhaps! 

As predicted by GP, the most controversial prob- 
lem to confront the House of Delegates of the 
American Medical Association at the June meet- 
ing in Atlantic City was the issue of Hospital In- 
spection. A logical assumption would be that the 
specialty societies would be out in force to fight 
for themselves in this situation. This was not the 
case. Of course, you know the national society that 


did protest: The American Academy of General 
Practice. It is somewhat paradoxical that these men 
have difficulty in getting privileges in too many hos- 
pitals. They may be considered to be protecting 
a future interest, certainly not a present one. It is 
encouraging to see faith shown in the conviction 
that equity and merit will prevail in America. 
The House of Delegates of the A.M.A. in June 
sanctioned the continuation of the Joint Commis- 
sion. All men of good will hope that this Com- 
mission is eminently successful. But the cynical be- 
lieve that it’s like wishing the lion and the lamb 
to lie down side by side in mutual good feeling. 
There is only one issue that is paramount. That 
is the responsibility of the American Medical As- 
sociation, the national organization representing 
through the House of Delegates all doctors of 
medicine, to control the professional care of pa- 
tients in hospitals. The A.H.A. should approve or 
disapprove hospitals in the divisions that concern 
them, such as bookkeeping, laundry, maintenance, 
and other (we hate the word) housekeeping serv- 
ices. Any national society that wishes should have 
the privilege (it has the right) to inspect hos- 
pitals in its field of interest. The A.A.G.P.—the 
College of Radiology—any and all would be wel- 
come. Hospital inspection should be considered 
in the broadest and most open sense of the phrase. 
To restrict it is to defeat the best interests desired. 
—Ratpu A. Jonnson, M.D. 


idea that long-term care must be provided for chil- 
dren who have this disease. In some cities, public 
health agencies have constructed rheumatic fever 
units, where programs of therapy and rehabilita- 
tion are conducted by specially trained personnel 
in a manner similar to the sanatorium care of 
tuberculosis. 

Experience with ACTH and Cortisone in the 
treatment of acute rheumatic fever is rapidly ac- 
cumulating. Although these drugs do not cure 
rheumatic fever, they certainly have a powerful 
ameliorating effect on the acute symptoms. This 
would seem to make them especially valuable for 
those cases in which serious carditis is part of the 
active rheumatic process. At present, their use 
probably should be restricted to these more severe 
cases. 

One of the most exciting therapeutic develop- 
ments of our time has come with the entry of sur- 
geons into the field of cardiac disease. In addition 
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to other techniques for other types of cardiac dis- 
ease, they have devised methods for relieving the 
deformities of mitral stenosis, mitral regurgitation, 
and aortic stenosis. 

This survey can hardly be concluded without 
some mention of bacterial endocarditis. It is well 
known that in former years, when a child survived 
the initial ravages of rheumatic fever and was not 
left handicapped by a serious cardiac disorder, he 
was nevertheless a candidate for bacterial endocar- 
ditis. The fact that this disease was most likely to 
develop during the productive years of adult life 
and that it was almost one hundred per cent fatal 
was appalling. The use of antibiotics has changed 
this picture completely. With early diagnosis and 
adequate treatment, the vast majority of patients 
with subacute bacterial endocarditis now are cured. 
Altogether, the prospect of acute rheumatic fever 
and its complications is a great deal better than it 
was a decade ago. 
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Figures 2 and 3 (left to right). 
Bilateral lesser saphenous vari- 
cosis; Bilateral great saphenous 
varicosis. 


Figure 1. Venogram showing venous 
circulation of thigh. “A,” deep vein 
(femoral); “B,” superficial vein (great 
saphenous); and “C,” communicating 
or perforating vein. 


BY SHERMAN A. EGER, M.D., AND 
FREDERICK B. WAGNER, JR., M.D. 
Philadelphia, Pennsylvania 


In the patient with varicose veins there is a reversal of the normal 


direction of venous blood flow in the part affected. A careful history, 
a physical examination which includes inspection, palpation, 
percussion, and auscultation, as well as a number of special 


tests, should be done before treatment is attempted. 


VaRICOSE veins are extremely common, tend to 
progress, and are highly amenable to treatment. 
When neglected early or improperly treated at any 
time, serious complications can develop. On the 
other hand, early and proper treatment results in 
prompt improvement, and the patients are very 
grateful both from symptomatic and cosmetic 
standpoints. 

ee ra The veins of the lower extremity may be di- 

great and lesser saphe- vided into three groups, all of which contain valves 

nous varicosis. CF igure 1). 7 
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Figures 5 and 6 (left to right). 
Medial ulcer due to great saphe- 
nous incompetence; Lateral ulcer 
due to lesser saphenous incom- 
petence. 


A. The deep veins lie between the deep fascia 
and bone,. and follow the course of the major ar- 
teries. They are surrounded and supported by the 
muscles. 
u. * 12 superficial veins lie between the skin 
> anu deep fascia and do not accompany correspond- 
ing arteries. They are surrounded only by fat, 
which offers poor support. Two main trunks with 
. their corresponding tributaries comprise this sys- 
tem. The lesser saphenous trunk courses up the 
middle of the calf and empties into the popliteal ° 
a vein behind the knee; its tributaries drain the sub- 
‘ cutaneous tissues of the posterior and lateral as- 
pects of the leg and foot (Figure 2). The great 
saphenous trunk begins at the ankle and courses 
up the medial aspect of the leg and thigh, to 
empty into the femoral vein at the groin, thereby 
comprising the longest vein in the body; its tribu- 
taries drain the subcutaneous tissues of the anterior 
and medial aspects of the foot and leg and prac- 
tically all of the thigh (Figures 3 and 4). 
C. The communicating or perforating veins con- ; 
nect the trunks and tributaries of the superficial 
£5 veins with the deep veins by perforating the deep, 4. free, Fer All the 
aa fascia. They are much more numerous in the leg _yeins shown are super- 
than in the thigh. These veins are of the greatest _ficial secondary varicosi- 
importance in therapy for varicosities. ties representing essen- 
4 The normal direction of blood flow is proximal- ae a eee 
ward, toward the heart, and from the superficial 


contraindicated. Com- 
, veins, by way of communicating veins, into the pare with Figure 1. 
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deep veins. This direction of blood flow is main- 
tained as long as the valves in the veins are com- 
petent. 

In the patient with varicose veins there is a re- 
versal of the normal direction of venous blood flow 
in the part affected. Incompetent valves in the per- 
forator veins allow blood to flow from the deep into 
the superficial veins. Likewise, incompetent valves 
in the superficial veins allow blood to flow distal- 
ward in this system. When the patient stands, the 
hydrostatic pressure is increased. This results in 
venous capillary hypertension, and accounts for 
the impaired absorption of fluid from the tissue 
spaces about the ankle and lower half of the leg. 

There are two types of varicose veins, primary 
and secondary. The primary type is of constitu- 
tional or hereditary origin. Our gross and micro- 
scopic studies indicate that absence of valves above 
the saphenofemoral junction, as well as absence 
of smooth muscle and elastic tissue in the vein 
wall opposite the valves (sinus wall), are the im- 
portant constitutional factors in the production of 
primary varicose veins. These defects are aggra- 
vated by increased hydrostatic pressure (Coccupa- 
tional standing) or increased intra-abdominal ten- 
sion (pregnancy, pelvic tumors, heavy work, strain- 
ing at stool). 

The secondary type is acquired and follows a 
known cause such as deep venous obstruction or 
arteriovenous fistula. 


How Primary Varicose Veins Develop 


Even though constitutional defects in the veins 
may be present at birth, the veins function nor- 
mally during childhood because (1) the elasticity 
of veins and skin is greatest then; (2) the diameter 
of veins is relatively smaller; (3) veins are still 
growing in length, minimizing tortuosity; (4) 
hydrostatic pressure is less, since full height has 
not been attained; (5) muscular movements are 
more active and more constant; (6) prolonged 
periods of standing, occupational or otherwise, are 
exceptional. 

Beginning with adolescence, these inhibitory 
factors lessen and are supplanted by aggravating 
factors. Under the constant stress of increased 
hydrostatic pressure or increased intra-abdominal 
pressure, the vein dilates first at its point of con- 
stitutional weakness, namely opposite the valve 
cusps. Eventually, the valve cusps can no longer 
meet in the midline and thus valvular incompe- 
tency begins. When this process starts at the 


saphenofemoral junction or other perforator sites, 
retrograde flow of blood from the deep veins into 
the superficial veins is initiated. 

Varicose veins within the subcutaneous tissues 
may present themselves as a straight tubular hy- 
pertrophy, tortuous type, saccular type, or com- 
binations of these. The intradermal type (telangiec- 
tatic) is objectionable only from a cosmetic stand- 
point, and is usually harmless from the standpoint 
of complications. 

The wall of the veins may be greatly thickened 
due to fibrosis or muscular hypertrophy, or may be 
greatly thinned by atrophy of all the layers. 

The venous capillary hypertension which exists 
in well-advanced cases, especially about the ankle 
and lower half of the leg, accounts for the edema 
and nutritional impairment of skin and subcutane- 
ous tissue in these areas with ulceration (Figures 
5 and 6), pigmentation, fibrosis, and dermatitis. 


Taking History of a Varicose Vein Patient 


It is important to take a careful history of the 
patient who has varicose veins. Here are some of 
the questions one should ask: 

What is the age of the patient? This is impor- 
tant, since a young patient with marked varicose 
veins has many years ahead in which to develop 
complications. In addition, such patients must be 
kept fit for work. On the other hand, old age in 
itself does not contraindicate treatment. 

How long have the varicosities been present? 
The importance of this question lies in the fact 
that the earlier treatment is started, the better the 
prognosis. 

Has there been any recent change? The onset of 
increased fatigability, heavy leg, swelling, pain, or 
skin changes indicate progression to a more ad- 
vanced stage of varicosis, and the potential or ac- 
tual stage of complications. 

Did they occur following pregnancy? How many 
pregnancies have occurred? What effect did preg- 
nancy have on the onset or progression of the vari- 
cosis? This is important because of the well-known 
aggravating effect of pregnancy on the varicosis. 

Are symptoms present (tired leg, heavy leg, 
swelling, pain, or skin changes)? 

Is there any history of past phlebitis? If so, try 
to ascertain whether this was deep or superficial. 

What previous therapy has been attempted? 
Quiz the patient on the type and extent of previ- 
ous therapy, as well as how effective any such ther- 
apy may have been. Obtain information as to scler- 
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osing agents used and local operations performed. 

What complications have existed (phlebitis, ul- 
ceration, bleeding, or skin changes)? 

Is there any history of arterial insufficiency Cin- 
termittent claudication, leg cramps, cold feet)? 

Is there any history of systemic disease (diabetes, 
arthritis, syphilis, cardiorenal disease)? 

What is the occupational history of the patient? 
This is important, since long periods of standing 
aggravate varicose veins. In severe cases it may be 
necessary to advise a change in occupation. 

What is the familial history of the patient? This 
should be taken to determine the incidence and 
severity of varicosis in other members of the fam- 
ily. It may have an important bearing on prognosis. 


Physical Examination 


In addition to examining the involved extrem- 
ities, it is important to perform a general examina- 
tion at the same time in order to ¢ :tect associated 
or concomitant diseases. 

The local examination should include inspection, 
palpation, percussion, and auscultation. 

Inspection. Both lower extremities should be en- 
tirely exposed, even though symptoms exist in only 
one, since the asymptomatic extremity is also fre- 
quently involved. The examination should be 
conducted with the patient standing, so that the 
veins will be as prominent as possible. The exami- 
nation is facilitated if the patient stands on a 
sturdy chair or platform and the physician is 


Figure 8A. Varicosis of vulva and left lower extremi'y during pregnancy. B. Same patient after delivery. 


seated. The anterior aspect of the extremities is 
examined first. Then the patient is rotated and the 
posterior aspect examined. Look for: 

1) Complications such as edema, skin discolor- 
ation (cyanosis and skin pigmentation), dermatitis, 
ulceration (Figures 5 and 6), or inflammation. 

2) Evidence of previous treatment such as liga- 
tion scars or injection sites. 

3) The anatomic distribution of the varicosities 
(Figures 2, 3, and 4). Determine what portion of 
the greater and lesser saphenous systems is at fault. 
Note how much of each extremity is involved; 
the number and size of the varicosities; and 
whether they are main trunks or tributaries. 

Palpation. This determines the size, extent, and 
tension of the varicose veins. It is even more im- 
portant than inspection. It not only confirms the 
findings of inspection, but also discloses concealed 
varicosities, particularly in obese patients. Most im- 
portant of all, palpation determines the degree of 
increased venous tension in the superficial circu- 
lation, which is the result of retrograde flow of 
blood from the deep veins through incompetent 
valves in the perforator veins. 

The clinical symptoms are usually in direct pro- 


portion to the increased venous tension. The site 


of incompetent perforator veins can frequently be 
palpated, which is of the greatest importance from 
the standpoint of treatment, since it is at such 
sites that excision is essential. 

Percussion. This can be used to determine the 
course of a concealed superficial venous trunk, by 
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palpating the fluid wave set up by percussing the 
same trunk at a distant point. 

Auscultation. This will reveal a murmur in vari- 
cose veins when an arteriovenous fistula is present. 
Such a fistula should be suspected when varicosi- 
ties follow trauma or are present in children. 


Special Tests 


Before any therapy is directed toward correction 
of varicose veins, one must be certain that the 
deep veins are patent, since if the deep veins are 
blocked, the blood can return only by way of the 
superficial veins (Figure 7). Three methods are 
popular: 

Perthes’ Test. A tourniquet is applied in the 
middle of the thigh tightly enough to obstruct the 
return flow of blood through the superficial veins, 
but not through the deep veins. The patient then 
exercises by walking or kicking the leg. If the 
deep veins are patent, the varicose veins below the 
level of the tourniquet will become less prominent 
and less tense. On the other hand, if the deep 
veins are obstructed, the varicose veins below the 
tourniquet will become more prominent and more 
tense. 

Occasionally the results of this test are equivocal, 
and additional information may be gained by re- 
peating the test with the tourniquet placed at dif- 
ferent levels on the leg and thigh, so that seg- 
mental impairment may be determined. 

When there is doubt about the patency of the 
deep veins, one should perform either or both the 
elastic compression test or venography. 

Elastic Compression Test. An elastic bandage or 
stocking is applied from the instep to at least the 
knee level, tightly enough to obliterate the super- 


Perforator 


Figure 9. Operative specimen, showing excised segment of varicose vein with associated perforators. 


Cistal 


ficial veins. If the patient tolerates the elastic com- 
pression with comfort for three hours or more, the 
deep veins are patent. On the other hand, if the 
deep veins are obstructed, within 15 minutes the 
patient will experience a tenseness within the leg, 
accompanied by pain. 

Venography. This is seldom necessary and is 
used only as a last resort. It is not an office pro- 
cedure, and should be performed in a hospital by 
someone specially trained. It consists in roent- 
genologic delineation of the venous circulation in 
the lower extremity following the intravenous in- 
jection of diodrast into the great saphenous vein at 
the ankle (Figures 1 and 7). 

There are two tests to demonstrate the retro- 
grade flow of blood through incompetent perfo- 
rators: the Trendelenburg test and the comparative 
tourniquet test. 

Trendelenburg Test. This test is used mainly to 
determine the competence of the valve at the 
saphenofemoral junction. With the patient lying 
horizontally and the involved lower extremity ele- 
vated in order to drain the blood from the varices, 
a tourniquet is applied below the saphenofemoral 
junction tightly enough to occlude the superficial 
veins. The patient then stands and the veins of 
the extremity are observed. Gradual filling of the 
varices from below, upward, within a period of 30 
seconds is normal. Rapid filling within 10 seconds 
or less denotes retrograde flow of blood through 
one or more incompetent perforator veins below 
the level of the tourniquet. Within 10 seconds the 
tourniquet is released. If the valve at the sapheno- 
femoral junction is incompetent, there will occur 
a surge of blood from above, downward in the great 
saphenous trunk, with maximal distention of the 


varicosities. 
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This test is dramatic only in far-advanced cases 
and may be difficult to demonstrate in the obese. 

Comparative Tourniquet Test (Mahorner and 
Ochsner). In this test the tourniquet is applied as 
for the Trendelenburg test, but in descending 
levels on the thigh and leg. The effects on venous 
filling with the tourniquet at various levels are 
compared. This test is of greatest value in localiz- 
ing the sites of incompetent perforator veins. 
When the tourniquet is placed above an incom- 
petent perforator vein, retrograde flow of blood oc- 
curs; this is prevented when the tourniquet is 
placed immediately below the perforator site; the 
site of incompetence is then localized to a point 
somewhere between the two applications of the 
tourniquet. 


Concomitant Diseases 


It is common to find associated defects in vari- 
cose vein patients such as degenerative arthritis, 
orthopedic defects of the feet, obesity, diabetes, 
and arterial peripheral vascular disease. These de- 
fects may produce symptoms which the patient 
may ascribe to his varicose veins. It is therefore im- 
portant for the physician to make a careful differ- 
entiation of these conditions. 


The Pregnant Woman 


The subsidence of varicose veins following the 
delivery of a pregnant woman is often phenomenal 


(Figures 8A and B). Therefore, it is well to employ 


supportive treatment until approximately three 
months after delivery. There are exceptions to this 
general policy which should be left to the discre- 
tion of those specially trained in this field. 


Supportive Treatment 


The success of therapy depends upon adapting 
the various methods to the individual requirements 
of the involved extremity. 

Supportive treatment consists of compression of 
the superficial venous system from without. The 
best support is obtained from a properly fitted elas- 
tic stocking, which extends from the base of the 
toes to the level of the tibial tuberosity and in- 
cludes the heel. Seldom is it necessary for the 
stocking to extend above the knee. Its chief ad- 
vantages are uniform compression and ease of ap- 
plication. 

Other forms of support consist of rubberized 
elastic bandage, Elastoplast bandage, or some modi- 
fication of the Unna paste boot. Additional local 
compression may be obtained by the use of a foam 
sponge over an ulcer area. These forms of com- 
pression therapy are to varicose veins what a truss 
is to a hernia, namely palliative. At best they com- 
bat the altered physiology, but have no effect upon 
the altered anatomy. 

The indications for supportive therapy are: 

1) The existence of some doubt as to the pa- 
tency of the deep veins. 

2) As the initial treatment for some complica- 
tion of varicose veins such as the following: 


Figure 10A. Large varicose ulcer. B. Result following high saphenous ligation. 


acute ulcerations, superficial phlebitis, or edema. 
3) Pregnancy. 
4) Patients who refuse any other form of therapy. 
There are no absolute contraindications to this 
form of therapy. It should, however, be supple- 
mented or replaced by curative measures as soon as 


possible. 


Sclerosing Therapy 


Sclerosing as a form of therapy depends upon 
the production of a localized chemical thrombo- 
phlebitis by the intravenous injection of an irri- 
tating substance. Chemical injury to the venous 
endothelium is followed by local clot formation, 
fibrosis, and obliteration of the lumen. During a 
fifteen-year experience, we have found Sylnasol to 
be the most satisfactory from the standpoint of 
safety and effectiveness. We advocate doses not 
exceeding 2 cc. and advise against the injection of 
more than one site at a visit. 

The injection is made with the patient standing 
on a sturdy chair or platform to produce maximal 
prominence and stasis in the veins. The physician 
is seated. A 25-gauge hypodermic needle attached 
to a 2-cc. syringe is used. The greatest care should 
be exercised to avoid extravasation of the sclerosing 
agent, since an indolent ulcer may result from this 
error in technique. With proper indications and 
with proper technique, the injection itself should 
be practically painless and should not be followed 
by disabling sequelae such as pain or edema. 

The indications for sclerosing therapy are: 

1) Tributaries of the greater or lesser saphenous 
trunks not associated with retrograde flow of blood. 
Veins greater than 3 mm. in diameter should 
rarely be injected. 

2) Residual varicosities following adequate sur- 
gery. 

The contraindications for sclerosing therapy are: 

1) Any existing phlebitis. A subsequent injec- 
tion should not be made until all soreness from 
the previous injection has subsided. This precau- 
tion prevents widespread phlebitis in the super- 
ficial veins with possible involvement of the deep 
veins. 

2) Retrograde flow of blood. This is due to in- 
competence of one or more perforator veins, and 
unless these are treated surgically, recanalization 
of the injected veins will occur due to back pres- 
sure. 

3) Pregnancy. 
4) Active infection, locally or systemically. 


The dangers of sclerosing therapy are: 
1) Ulceration due to extravasation of the agent 
at the site of injection. 

2) Local or systemic allergic reactions to the 
sclerosing agent. 

3) Reflex arteriospasm initiated by irritation of 
the perivenous sympathetics. 

The popularity of this method of therapy is 
waning, because the recurrence rate is over 50 per 
cent even under ideal conditions. 


Operative Therapy 


When applicable, surgery is the treatment of 
choice for varicose veins. Its effectiveness, when 
properly performed, depends upon the eradication 
of retrograde flow of blood at its origin, namely in 
the perforating veins with incompetent valves. 
The three most common sites for operation on the 
great saphenous system (Figure 3) are (1) the 
saphenofemoral juncture, (2) midthigh level (mid- 
Hunterian perforator), and (3) just below the 
knee. The term “high saphenous ligation” is a mis- 
nomer, since the operation actually consists of ex- 
cision of two inches of the most proximal portion 
of great saphenous trunk, with the tributaries 
which enter it at or near the fossa ovalis. The latter 
consist of the superficial circumflex iliac, the super- 
ficial epigastric, the superficial external pudendal, 
lateral accessory saphenous (lateral femoral cutane- 
ous), and medial accessory saphenous (medial fe- 
moral cutaneous) veins. The proximal stump of 
the great saphenous trunk is ligated flush with 
the femoral vein, to minimize clot formation. Many 
anatomic variations of these branches may be en- 
countered. Unless the complete operation, as de- 
scribed above, is performed, collateral circulation 
will be re-established through the missed tributaries 
and necessitate reoperation. 

The lesser saphenous system is involved in about 
20 per cent of varicose vein patients (Figure 2). 
The most common sites for operation on this sys- 
tem are (a) the lesser-saphenopopliteal juncture 
and (b) the posterior aspect of the calf at the level 
of the junction of upper and middle thirds. The 
principle of high lesser saphenous ligation is the 
same as that for the great saphenous, namely, ex- 
cision of the proximal two inches of the lesser 
saphenous trunk, ligating the proximal stump flush 
with the popliteal vein, and interruption of all 
tributaries which empty into this segment of vein. 
These tributaries are usually three in number, the 
largest and most constant of which is the femor- 
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popliteal branch which extends up the posterior 
aspect of the thigh in the midline. Operation is 
performed wherever retrograde flow of blood is 
initiated in a perforating vein, whether this site be 
single or multiple. 

The operation consists of the removal, not merely 
a tying-off, of a “T’-shaped segment of vein, the 
vertical limb of which is the superficial end of the 
perforating vein, and the horizontal limb of which 
is the varicosity. In addition, all tributaries en- 
countered in the operative field are interrupted 
and explored for possible connection with addi- 
tional smaller perforator veins. Thus, we have oc- 
casionally found as many as three perforating veins 
communicating with a short segment of varicose 
vein (Figure 9). Failure to locate and interrupt 
the perforator vein allows the persistence of retro- 
grade flow of blood, which will eventually estab- 
lish collateral circulation around the excised seg- 
ment of varicosity, thus constituting a recurrence. 

Local anesthesia is used for the operation and 
the patient is kept ambulatory. The interval be- 
tween operations is approximately two weeks. Sel- 
dom are more than two sites operated upon at any 
one stage, in order to maintain ambulation with 
minimum discomfort. From our experience, we 
are convinced that stage operations which allow 
the patient to remain ambulatory, are superior in 
results to massive single operations. 

We believe, further, that the operative phase of 
treatment should be conducted by a surgeon with 
special interest and training in this field, aided by 
a competent assistant. The surgery should be done 
in a well-equipped operating room. The latter is 
important when one considers that in some in- 
stances the mere weight of a hemostat can tear a 
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friable vein. Retraction of the torn end may occur, 
resulting in troublesome hemorrhage. 

The indication for this method of therapy in 
varicose veins is demonstrable retrograde flow of 
blood through one or more incompetent perforator 
veins. The main contraindication to surgery is im- 
pairment of patency of the deep veins (Figure 7). 
Other contraindications are those listed as indica- 
tions for supportive and sclerosing therapy. 

Vein stripping as an operative procedure is dan- 
gerous because the varicosity is blindly torn from 
its perforators and tributaries. This results in hem- 
orrhage and thrombosis. We do not advocate this 
form of therapy. 


Immediate and Late Prognosis 


The immediate results of supportive therapy, 
sclerosing therapy, or surgery are usually favorable. 
The most dramatic and lasting results are obtained 
by surgery (Figures 10A and B). Because of the 
progressive nature of primary varicosis of the lower 
extremity, most patients will show some signs of 
recurrence if followed closely over a period of 
years. This type of recurrence is a natural course 
of the disease, representing new varicosities which 
must be differentiated from true recurrences due 
to inadequate therapy. The patient should under- 
stand this from the beginning and report for pe- 
riodic follow-up examinations and supplemental 
therapy if necessary. Only by this regimen of ther- 
apy can the serious complications of varicose veins 


be avoided. 


A bibliography accompanying this article is available 
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Causes of Hypertension 


A SPLENDID review of the causes and physiology 
of hypertension is to be found in the American 
Journal of Medicine for February, 1951. It is writ- 
ten by Henry A. Schroeder of St. Louis. He began 
by saying that essential hypertension is a psycho- 
somatic disorder. 

There is also a big hereditary factor, and there 
can be no question that in perhaps most of the 
cases, hypertension is based on a familial predisposi- 
tion. 

There is a neurogenic factor, as shown by the 
fact that the blood pressure falls when sympathetic 
nerves are resected. Many young persons who later 
are going to develop hypertension have cold, 
clammy hands and cyanotic legs. Evidently their 
autonomic nerves are not working well. Usually 
the blood pressure of these youngsters will shoot 
up when one sticks a hand and forearm into ice 
water and thereby causes pain. 

Men in physiologic laboratories have for years 
been hunting for some material circulating in the 
blood which can be keeping up the hypertension. 
For awhile this was thought to be epinephrine but 
there were many objections to that idea. Later, 
Cannon found sympathin E which is probably 
nor-epinephrine, and for a time this was thought to 
be the offender. Now this is doubtful because, when 
injected into men and women, the drug produces 
only a transient hypertension. It causes vasocon- 
striction but has little if any effect on cardiac out- 
put. It could account for only part of the mecha- 
nism of vasoconstriction. 

In recent years men have sought some factor 
in the kidney which might produce hypertension 
and they have found rennin. In rare cases of hy- 
pertension one can find a Goldblatt kidney which, 
when removed, will leave the patient normal. 

On page 194 of his article Schroeder presents a 
valuable table showing the physiologic actions of 
the many substances which have been found and 
are thought to produce hypertension. Some are 
proteins, peptides, amines, nicotinic bases, and 
products of the adrenal glands. Some, such as 
rennin, VEM, and nephrin are products of injury 
to the kidneys. 

Rennin, a proteolytic enzyme, is found in the 
kidney. It acts on a specific substrate, an A: globu- 
lin produced probably by the liver and called hy- 
pertensinogen, to form a peptide, hypertensin. An 
enzyme in the blood, called hypertensinase, inac- 
tivates the hypertensin. The rennin pressor mech- 
anism becomes active in cases of shock, congestive 
heart failure, and acute renal ischemia. There is as 
yet no good proof that rennin is responsible for or- 
dinary chronic hypertension. An antirennin has 
been produced which can lower the blood pressure 
of experimental hypertensive dogs. 


An unidentified and very powerful substance, 
which Schroeder calls pherentasin, has been iso- 
lated from the arterial blood of hypertensive pa- 
tients. It is present in very minute amounts, prob- 
ably only 10 to 20 gamma per liter of blood. It is 
probably an amine with free amine and carbonyl 
groups. It is found in considerable amounts in the 
blood of patients who have one of the more se- 
vere forms of hypertension, and in only small 
amounts in the blood of patients with neurogenic 
type of hypertension without much vascular or 
renal damage. The important and hopeful point is 
that this substance, when given to a rat, will keep 
the blood pressure up for a long time. 

Even more remarkable now is Schroeder’s dis- 
covery, announced at the last meeting of the Amer- 
ican Society for Clinical Investigation, that some 
hydrazine-containing chemicals have been found 
which probably inactivate the carbonyl group in 
pher.tasin and perhaps thereby lower blood pres- 
sure. In renal hypertensive dogs, a prolonged low- 
ering of blood pressure was observed after giving 
either one of two substances—1-hydrazino-phthala- 
zine and 1-hydrazino-4-phthalazine. In the cases of 
30 patients with hypertension these drugs given 
by mouth exerted a hypotensive effect which lasted 
for days and weeks. This effect was most pro 
nounced in cases of neurogenic hypertension and 
least pronounced in cases of renal hypertension. It 
may be now that the door has been opened to the 
discovery of a really effective antihypertensive drug. 

According to Schroeder, malignant hypertension 
in some cases has been treated successfully by the 
daily injection of a pyrogenic substance obtained 
from bacteria. In half of the cases the progress of 
the disease was slowed up. The pyrogen appeared 
to increase the blood flow through the kidneys. 

By choosing nervous, high-strung animals for 
an operation on one kidney, Schroeder and his col- 
leagues succeeded in producing a hypertension 
which slowly caused some arteriolar changes in the 
contralateral kidney. Similarly, in man, some in- 
fections of one kidney have produced hypertension 
and arteriolar disease in the opposite kidney. 

Schroeder concluded that in persons with a hered- 
itary predisposition, nervous stimuli arising in 
emotional tensions can discharge through the hy- 
pothalamus and the sympathic nervous system to 
produce hypertension. Then, vasoconstriction in the 
kidneys can produce blood-borne pressure sub- 
stances which can keep blood pressure high. 

Hypertension can only rarely be cured by the 
removal of a Goldblatt kidney. 

Interesting are the forms of hypertension which 
are due to disease of the endocrine glands. There 
is also the type of hypertension which is associated 


with arteriosclerosis of large blood vessels. 
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BY ARTHUR A. SCHAEFER, M.D. 
Milwaukee Children’s Hospital, Milwaukee, Wisconsin 


Some of the surgical emergencies in childhood are an omphalocele, meningoceles and meningomye- 


loceles, diaphragmatic hernia, pyloric stenosis, and intussusception. They should all be thought of 


in examining an acutely ill child. It should not be forgotten that anomalies are frequently 


multiple, but that surgery is sometimes successful in apparently hopeless situations. 


Tue diagnosis of surgical emergencies in childhood 
is frequently difficult because it depends largely on 
physical examination. One point that one must keep 
foremost in mind is that in infants many emer- 
gencies are based on congenital anomalies, and that 
these are frequently multiple. 

One of the most obvious surgical emergencies en- 
countered at birth arises in the presence of an 
omphalocele or hernia into the cord. This may be a 
very small lesion, or a very large one, in which the 
entire abdominal wall is involved. I have seen the 
entire abdominal contents including the liver in one 
of these sacs. Closure of some of these large ab- 
dominal defects often taxes the ingenuity of the 


most highly skilled surgeon. These cases must be 
attended to early after birth otherwise the thin mem- 
branous sac becomes dried out and then ruptures. 
This opens the peritoneal cavity to infection. It 
must be remembered that the contents of the sac 
have never been in the peritoneal cavity and to- 
gether with the defect in the abdominal wall which 
must be pulled together, the space left for receiv- 
ing the contents of the sac sometimes poses an al- 
most impossible problem. Also when the operation 
is done early, there is less gas in the bowel, making 
it easier to reduce the contents of the sac. 

K. J. Welch has suggested placing a homograft 


over the sac and then repairing the hernia later. 


Figure 1A and B. Roentgenograms illustrating hernia with and without barium. 
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Apparently there is sufficient blood supply in the 
sac to sustain a skin graft. Frequently only skin can 
be pulled over the defect. The resulting ventral 
hernia can later be repaired by fascial transplants. 
Gross has suggested leaving the membranous sac 
when the omphalocele is repaired to prevent ad- 
hesions to the abdominal wall, and to make sub- 
sequent attempts at repair of the ventral hernia 
easier. In a difficult closure the child may be cy- 
anotic from the waist down for several days from 
the increased intra-abdominal pressure. 


Meningoceles and Meningomyeloceles 


Other lesions which may require prompt atten- 
tion are the meningoceles and meningomyeloceles. 
If the sac is fairly thick, they can be left for days 
or weeks before operating. If the sac is thin the op- 
eration should be done as soon as possible, or they 
will rupture, opening the cord and meninges to in- 
fection. 

Another problem in these cases is to determine 
which ones should be operated upon. I am afraid 
most of us have set up arbitrary rules about the op- 
erability of the individual case. It has been my 
policy not to operate if there is a rapidly develop- 
ing hydrocephalus as is often the case. There are 
men who hope that the hydrocephalus can later 
be controlled or arrested by another operation. It is 
true that methods have been devised to accomplish 
this, but none to my knowledge has been success- 
ful enough to be used in every case. 

I also discourage operation on those infants who 
have paralyzed lower extremities together with pa- 
ralysis of the anal and urinary sphincters. Here again 
it might be argued that sphincters can be recon- 


structed, but until I find a consistently successful 
method, I shall prefer to let nature take its course. 

It should be mentioned that meningoceles and 
meningomyeloceles are often confused with sacro- 
coccygeal tumors which also are apparent at birth. 
These tumors may be cystic in character and there- 
fore much like a meningocele. The sacrococcygeal 
tumor is always covered by epithelium and is lower 
down on the spine than the meningocele. Such 
tumors frequently penetrate the sacrum and often 
can be felt on rectal examination. Sacrococcygeal 
tumors should be removed early because they are 
almost always malignant. 

To illustrate the occurrence of multiple anom- 
alies, I cite the following case which will also 
bring out several diagnostic points. A newborn in- 
fant was sent in with a diagnosis of atresia of the 
rectum. We marked the anal dimple with a small 
lead marker and made a roentgenogram with the 
child in the head down position so that the gas bub- 
ble would outline the most distal portion of the large 
bowel. On examining the plate, it was noticed that 
there was no air in the gastrointestinal tract. This 
gave us the clue that there must be some obstruc- 
tive lesion high in the bowel. 

The child was then given a small amount of 
Lipiodol by mouth. X-ray examination following 
this showed an atresia of the esophagus. It was felt 
that this demanded correction before the atresia of 
the rectum. A direct approach through the chest 
was made and the esophagus was repaired suc- 
cessfully. Gastrostomy is rarely of value in these 
cases because there is usually a communication be- 
tween the trachea and either the proximal or distal 
pouch of the esophagus. 

Postoperatively the child continued to vomit. 


Figure 2A and B. Complete atresia of rectum and anus. The metal marker is 
at anal dimple. Picture taken with child upside down. Lateral and A.P. view. 
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Further x-ray studies revealed an atresia of the duo- 
denum. We could not get the child in satisfactory 
condition for operation and he died. 

Here then were three distinct conditions all of 
which needed prompt surgical treatment for a cure. 
We have found as many as five atresias along the 
course of the bowel. One patient like this, after 
surgery on the bowel had terminated, was found 
to have an agenesis of the brain. 


Diaphragmatic Hernia 


When a newborn infant has both respiratory dif- 


ficulties and gastrointestinal symptoms, one should 
always think of a possible diaphragmatic hernia. 
Some of these do not entail emergencies, but some 
do. There is no point to waiting for these children 
to develop acute symptoms, because then they will 
not improve. In spite of severe cyanosis, these chil- 
dren tolerate anesthesia well. The approach should 
be through the abdomen, or through a combined 
thoracic and abdominal incision. The reason for this 
is that the abdomen has never contained the viscera 
now in the hernia and it may be impossible to close 
the hole in the diaphragm without first making an 
opening in the abdomen. 


Pyloric Stenosis 


Pyloric stenosis is a common condition which oc- 
curs in infants between three and eight weeks of 
age. Far too many of these infants have had too pro- 
longed medical treatment before surgery is advised. 
The diagnosis is usually not difficult. These infants 
show obstipation, forceful vomiting, visible peristal- 
sis, and a palpable tumor in the epigastrium. The 
Ramstedt operation carries with it almost no mortal- 
ity, so that prolongation of medical treatment is 
inexcusable. 


Meckel’s Diverticulum 


No discussion of surgical emergencies would be 
complete without mention of Meckel’s diverticu- 
lum. Most of them are found incidentally during 
operative procedures for other conditions. I think 
they should always be removed because of their 
potential danger. At times they create an acute 
emergency. Often the diagnosis is acute appendicitis 
because of vomiting or pain in the right side or 
about the umbilicus. I routinely look for a Meckel’s 
diverticulum when I perform a laparotomy unless 
conditions in the peritoneal cavity contraindicate it. 
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Figure 3. Typical X-ray of an intussusception. 


Figure 4. String sign of Hefke in pyloric 
stenosis. This is a right oblique view. 


Figure 5. Complete atresia of duodenum. 
Note the lack of air in intestinal tract. 
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Occasionally a Meckel’s diverticulum will be the 
cause of bleeding from the rectum. This blood is 
usually bright red either in a small amount, or in 
an amount sufficient to exsanguinate the patient. 
When this occurs a proctoscopic examination should 
be done to rule out polyps or bleeding ulcerations 
from various causes. If nothing is found with the 
proctoscope, one is justified in exploring the abdo- 
men for a Meckel’s diverticulum. Whether one 
then removes the diverticulum or resects a portion 
of the bowel depends upon circumstances. 

A reduplication of the bowel may resemble a 
Meckel’s diverticulum, and may produce the same 
symptoms when inflamed, but it does not cause 
bleeding. The treatment is resection of the involved 


bowel. 
Intussusception 


Another condition which causes bleeding from 
the rectum and is definitely an emergency is in- 
tussusception. The diagnosis is not difficult. An in- 


DIARRHEA OF THE NEWBORN 


fant about six months of age suddenly cries out 
with pain. The pain is intermittent. Between bouts 
of pain the child may be quiet and content. The 
pains become more frequent, and after an hour or 
two, dark blood mixed with mucus appears at the 
rectum. Physical examination will reveal a mass 
somewhere along the course of the right or trans- 
verse colon. In a few cases the advancing segment 
of bowel can be felt in the rectum. If reduction is 
impossible, the treatment is immediate operation 
with a pulling out of the intussusceptum or a re- 
section of the involved bowel. 

I shall mention volvulus at this point so that it 
will be kept in mind but an adequate discussion 
of it is beyond the scope of this paper. Volvulus is 
always an emergency requiring surgical handling. 

I must also mention the most common emergency 
of later life, appendicitis. We must not lose sight 
of the fact that acute appendicitis has been reported 
at birth and it becomes increasingly more common 
as the child grows older. 


Puysicrans concerned with the epidemiology of the diarrheas of the newborn will be interested 
in a splendid review editorial prepared by John E. Gordon and A. Daniel Rubenstein for the 
American Journal of Medical Sciences (September, 1950). They said that once introduced into 
an infant population, the infection persists tenaciously in spite of isolation of the infants and 
quarantine of all contacts. This suggests that there is more than a case-to-case transmission of a 
virus. It is possible that some of the nurses are carriers. A virus which can produce such diar- 
thea has been shown to be very resistant to heat and other destructive agents. 

Because of the present-day complete lack of knowledge of the mode of transmission of these 
viruses, it is extremely difficult to stop an epidemic once it starts in a hospital. 


FECAL BACTERIA AND CHEMOTHERAPY 


For some time all men who do abdominal surgery have known that they can practically sterilize 
the bowel for a few days by giving such drugs as streptomycin and aureomycin. Naturally op- 
erations done during the few days when the fecal bacteria have been largely killed off are compara- 
tively safe. Now it has been discovered that within a week or so a new flora grows up which 
is no longer responsive to treatment with the antibiotics. 

A good article on the subject is to be found in the ].A.M.A. for November 11, 1950. It was 
written by H. C. Marshall, W. L. Palmer, and J. B. Kirsner. 

Unfortunately also, when in a case of chronic ulcerative colitis one kills off practically all of 
the bacteria, any improvement which the patient shows is likely to be temporary and of little 
consequence. 
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BY HARRIS 
Lexington, Kentucky 


M. D. 


ISBELL, 


The cause of addiction is not drugs, but human weakness. Addiction 


is a symptom of a personality maladjustment, rather than a disease in its 


own right. Types of addicting drugs which are commonly abused 


Every general practitioner has had contact with 
drug addicts. Generally, the physician regards these 
people as irritating, worthless criminals. They 
waste his time with their multitudinous complaints 
and with their clever schemes for obtaining nar- 
cotics. They steal his supply of drugs and his pre- 
scription blanks. They represent a potential source 
of difficulty with both Federal and State law-en- 
forcement officers. Despite the irritating qualities 
of addicts, addiction to most drugs constitutes a 
major catastrophe to the addict and his family, and 
is a problem with which all physicians should be 
familiar. 

Definitions of Addiction. In the past, addiction 
has been defined as a condition brought about by 
the repeated administration of a drug such that 
continued use of the drug is necessary to maintain 
normal physiologic function and discontinuance 
of the drug results in definite physical and mental 
symptoms. In other words, addiction has been de- 


fined as being synonymous with physical depend- 


ence on drugs. This definition is rather unsatisfac- 
tory. If dependence were the only bad thing about 
addiction, the solution of the problem would be rel- 
atively simple. One would supply the addicts 


in the United States may be divided into two classes: stimulants and depressants. 


with their drugs and continuously satisfy their 
dependence. 

Actually, we are not concerned about addiction 
because addicts become ill when their drugs are 
withdrawn, but because abuse of drugs causes 
harm to both the individual who takes the drug 
and to society. We, therefore, prefer to define ad- 
diction as a condition in which a person compul- 
sively abuses a drug to such an extent that the in- 
dividual, society, or both, are harmed. The harm 
which addiction produces varies with the drug. 
Morphine decreases productivity; the barbiturates 
cause mental confusion and ataxia; and cocaine 
induces toxic psychoses. 

Types of addicting drugs which are commonly 
abused in the United States may be roughly di- 
vided into two great classes, stimulants and depres- 
sants. The stimulants—drugs which induce sleep- 
lessness and hyperirritability—include cocaine, Ben- 
zedrine, and mescaline. The depressants—drugs 
which tend to induce sleep and lessen nervous ir- _ 
ritability—include morphine and all its derivatives 
Cheroin, Dilaudid, codeine, dihydrocodeinone, and 
metopon), synthetic analgesics (methadone and 
Demerol), all the hypnotics and sedatives (chloral, 
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paraldehyde, bromides, the barbiturates, and mari- 
huana). Most important of all the depressant drugs, 
statistically, is alcohol. 


Etiology of Addiction 


The cause of addiction is not drugs but human 
weakness. In other words, addiction is a symptom 
of a personality maladjustment rather than a dis- 
ease in its own right. The psychiatric conditions 
which underlie drug addiction are chiefly the neu- 
roses and the character disorders. The major psy- 
choses (schizophrenia, manic-depressive psychosis) 
seldom play any role in the genesis of a drug addic- 
tion. Neurotic patients are familiar to all general 
practitioners. They include nervous, tense indi- 
viduals with a great deal of anxiety and many 
somatic complaints; compulsive individuals who are 
constantly washing their hands in an effort to rid 
themselves of guilt and who are uncomfortable if 
anything is out of place or if their routine is upset 
in any way; persons with conversion hysteria— 
strange paralyses, anesthesias, etc. 

Individuals with character disorders were for- 
merly termed psychopaths. They are irresponsible, 
selfish, immature, thrill-seeking individuals who 
are constantly in trouble—the type of person who 
acts first and thinks afterwards. The majority of 
addicts do not fall clearly into either the neurotic 
or character disorder groups but have character- 
istics of both classes. 

In addition to a personality so constituted as to 
make the individual susceptible to addiction, con- 
tact with an addicting drug is necessary. If a per- 
son learns about drugs and begins their use as a 
result of association with addicts, addiction is much 
more likely to occur than if the drug is admin- 
istered for medical reasons. This is another way of 
saying that addiction, like the contagious diseases, 
spreads from person to person. For this reason, 
petty criminals are quite likely to become addicts 
since they move in the underworld where other 
criminals are actively selling narcotics. This does 
not mean that the use of drugs directly causes 
crime but only that criminals frequently abuse 
drugs. Neither does it mean that all addicts are 
criminals; many are not. 

Frequently one sees addicts who suffer with 
chronic diseases and who attribute their addiction 
to the discomfort caused by the disease. When 
these patients are studied carefully, one almost in- 
variably finds that they have a serious personality 
maladjustment. Patients with asthma, arthritis, and 


painful amputation frequently fall into this cate- 
gory. In such instances the personality defect ap- 
pears to be the cause of addiction—not the physical 
disease—because the majority of patients who suffer 
with these diseases find means other than addic- 
tion of managing their disabilities. 


The Stimulant Drugs 


The stimulant drugs produce a temporary sense 
of elation, relief of fatigue, and a feeling of in- 
creased ability and superiority. In the United 
States, stimulant drugs are usually used for short 
debauches and are seldom taken continuously. The 
amounts of stimulants used by addicts in this 
country produce very unpleasant symptoms unless 
some antidote—usually morphine or heroin in the 
case of cocaine, and barbiturates in the case of 
Benzedrine—is taken concomitantly. Cocaine is 
generally taken intravenously, although it is still 
occasionally used as a snuff. Addicts will inject 
20 to 60 mg. (% to 1 gr.) of cocaine every 10 to 
15 minutes and may take 2 or 3 Gm. (30 to 45 
gr.) of the drug in 24 hours. Benzedrine is ordi- 
narily taken orally and as much as 0.2 to 1.0 Gm. 
may be taken in a day’s time. Mescaline, which is 
used only by the Indians in the southwestern 
United States and Mexico, is taken orally in the 
form of the buttons of the peyote cactus. 

The symptoms of intoxication with all stimulant 
drugs are similar and differ chiefly in the time of 
onset, the length of time the symptoms persist, and 
the type of hallucinations induced by the indi- 
vidual drugs. Signs referable to stimulation of the 
autonomic nervous system and to cortical stimula- 
tion are present. The sympathomimetic signs in- 
clude sweating, tachycardia, hypertension, and di- 
latation of the pupils. Signs referable to cortical 
stimulation include nervousness, tremulousness, in- 
creased tendon reflexes, and hallucinations. Hallu- 
cinations induced by cocaine characteristically in- 
volve insects which may be crawling on the skin, 
little people who swarm in through the keyhole 
of a locked door, etc. Hallucinations involving 
colors and patterns are rather infrequent. Paranoid 
delusions also appear during cocaine intoxication. 
Cocaine users believe they are being watched by 
detectives and will shut all doors and cover all 
cracks with newspapers or blankets. Nevertheless, 
the detective succeeds in watching the addicts. In 
this state, addicts intoxicated with cocaine are dan- 
gerous since they may assault and harm innocent 


people. 
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Hallucinations during Benzedrine intoxication 
are similar to those of cocaine intoxication. Hal- 
lucinations following ingestion of mescaline fre- 
quently take the form of vivid colors and patterns. 
Schizophrenic-like hallucinations and delusions 
may also appear during intoxication with either 
mescaline or Benzedrine. 

No tolerance develops to any of the stimulant 
drugs and there are no true withdrawal symptoms. 


Depressants 


Depressants are usually taken to induce a sense 
of calm, ease, and contentment. Morphine and all 
drugs with morphine-like action are outstanding in 
this class since they relieve psychic tension and 
produce a pleasantly relaxed and dreamy state 
without causing mental confusion or ataxia. In 
other words, morphine and similar drugs provide a 
means of being pleasantly intoxicated without be- 
ing drunk. Alcohol, the barbiturates, chloral, and 
paraldehyde all induce mental confusion, emo- 
tional instability, and ataxia. 


The Opiates and Similar Drugs 


Opium smoking is now relatively rare in the 
United States, as is the use of these drugs as a 


snuff (“sniffing” or “snorting”). Most addicts take 
their drugs hypodermically and the intravenous 
route is preferred. Addicts are very clever at im- 
provising syringes and frequently use eyedroppers 
instead of syringes (Figure 1). Cigarette paper 
moistened with saliva is wrapped around the end 
of the eyedropper and the needle fitted into the 
dropper. Very little attention is given to sterility 
so that subcutaneous abcesses and bacterial endo- 
carditis is very common among morphine addicts. 

Individuals usually take morphine and similar 
drugs intermittently early in addiction. As addic- 
tion proceeds, the interval between injections is 
shortened and the dose is increased since the ad- 
dict finds that more and more of the drug is re- 
quired to produce the desired effects. This phe- 
nomenon, which is termed tolerance, is very highly 
developed during addiction to this particular type 
of drugs. Once tolerance is well developed, the 
amounts of morphine which can be taken by an 
addict are almost unbelievable. There is no real 
limit to the amount of the drug which can be 
taken, except the difficulty in getting it into solu- 
tion and injecting it. As much as 78 gr. of mor- 
phine have been administered intravenously in 16 
hours time to a tolerant addict without any un- 
toward effects appearing. 

If an individual who has been using 240 mg. 


Figure 1. Addicts’ outfit for injecting 
drugs. The outfit favored by addicts 
for injecting drugs consists of an or- 
dinary eyedropper and a hypodermic 
needle. A piece of cigarette or tissue 
paper is wrapped around the end of 
the dropper, thus making a tight seal 
with the needle. A spoon is used to 
dissolve the drug and the handle of 
the spoon is bent in such a way that 
the spoon can be placed on a table 
without tilting and spilling the solu- 
tion. A piece of cloth or a handker- 
chief is tied around the arm for a 
tourniquet. After the drug has been 
dissolved, the solution is drawn into 
the eyedropper through a small wisp 
of cotton which acts as a filter. 


: 
f 
af 
j A 
ae 
i # 
Ge } 
4 
7 
4 y / 
‘ 
A 


(4 gr.) or more of morphine daily suddenly stops 
taking the drug, a stereotyped train of symptoms 
appears. This illness is known as the abstinence 
syndrome and is evidence of the altered physiologic 
state termed physical dependence. Generally, the 
addict becomes uncomfortable and somewhat nerv- 
ous 6 to 8 hours after his last dose of morphine 
has been administered, although no objective phe- 
nomena of abstinence are evident at that time. 
After 12 to 14 hours of abstinence, the patient be- 
comes drowsy and curls up in a restless tossing 
sleep. About 24 hours after the drug is discon- 
tinued, the patient will show increased tearing, a 
watery nasal discharge, sweating, frequent yawn- 
ing, dilatation of the pupils, and recurrent waves 
of gooseflesh. As time goes along these symptoms 
increase in intensity. Restlessness becomes great, 
twitching of the muscles of the legs and arms ap- 
pears, patients are unable to eat, vomit frequently, 
have diarrhea, and complain of severe aching in 
the muscles of the back and legs. They develop a 
slight fever, the blood pressure is moderately ele- 
vated, and respiration increases in both rate and 
depth. The total white cell count is usually ele- 
vated without any great change in the differential 
count other than total absence of eosinophils. 
Symptoms reach their height 48 hours after the 
last dose of morphine is administered and continue 


Figure 2. Barbiturate ulcers. Note large deep mul- 
tiple ulcers resulting from attempts at intravenous 
injection of contents of capsules of Nembutal. 


intense until the 72nd hour; thereafter symptoms 
decline. Seven to 10 days after the last dose of 
morphine was received most of the objective signs 
of abstinence disappear although the patient may 
still be nervous, sleeping poorly, and weak. It is 
important to remember that, like pneumonia, 
physical dependence on morphine is a self-limited 
condition. The patient will eventually recover even 
if no treatment is given. 

The pattern of abstinence from analgesics other 
than morphine differs in intensity and in time. 
Abstinence from heroin, Dilaudid, and keto-bemi- 
done (a derivative of Demerol) comes on rather 
rapidly, is maximal about 8 to 12 hours after the 
last dose of these drugs is given, is more intense 
than abstinence from morphine, and subsides some- 
what more slowly. Abstinence from Demerol comes 
on rapidly, is mild in degree, and subsides rapidly. 
Abstinence from methadone is not apparent until 
3 or 4 days after the last dose of the drug, is quite 
mild in intensity and only a few signs of disturbed 
autonomic function are present. 


Marihuana 


In the United States, marihuana (hemp) is prac- 
tically always smoked. Use of the drug in the form 
of a cake of the concentrated resins (hashish) is 
uncommon. The leaves of the female hemp 
plant are gathered and dried as the seeds are rip- 
ening. These leaves are shredded and cigarettes 
prepared. The smoke is very irritating and experi- 
enced users take small puffs and inhale additional 
air to dilute the smoke. 

Subjectively, smoking marihuana produces a 
sensation of elation and distortions of space and 
time perception. Objectively, the symptoms are not 
outstanding. Smokers are generally pleasant, amus- 
ing, do a great deal of giggling and laughing over 
pointless jokes, enjoy listening to “hot” music, be- 
come drowsy, sleep a great deal and have increased 
appetites. There is no ataxia. Antisocial behavior 
usually does not appear but, in certain unstable in- 
dividuals, transient toxic psychoses may be pre- 
cipitated. Thus, despite the mildness of intoxica- 
tion in most individuals, marihuana smoking can- 
not be regarded as an innocuous practice. No toler- 
ance is developed and there is no abstinence syn- 
drome. 


Sedatives and Hypnotics 


Addiction to any of these drugs is very similar 
to chronic alcoholism. These intoxicants may be 
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used for a night’s debauch, for sprees lasting for 
one or two weeks, or they may be taken daily in 
large amounts for months or even years. In the 
United States, addiction to chloral and paraldehyde 
do occur but are relatively uncommon. Addiction 
to barbiturates is very common and appears to be 
increasing. Usually barbiturates are taken orally, 
but occasionally addicts attempt to dissolve the 
contents of the capsules and inject them intrave- 
nously. Since the barbiturates are very irritating, 
large abscesses may form if the drug is injected 
into the subcutaneous tissues (Figure 2). Concom- 
itant use of barbiturates and alcohol is quite 
common. Most barbiturate addicts take about 10 
to 15 capsules (15 to 22.5 gr.) of one of the potent, 
short-acting barbiturates (Nembutal and Seconal 
are preferred) daily. An occasional addict may take 
as many as 25 of the capsules daily. 

Severe withdrawal symptoms do not usually de- 
velop unless the addict has been ingesting 8 or 
more capsules daily for 2 months or more. The 
signs of intoxication with any of these drugs are 
similar to signs of intoxication with alcohol and 
include mental sluggishness, confusion, emotional 
instability (fighting over minor matters, etc.), slur- 
ring of speech, nystagmus, ataxia in gait and sta- 
tion, and tremor. Intoxication with any of these 
drugs may simulate various neurologic syndromes 
such as multiple sclerosis or encephalitis. 

Abrupt withdrawal of barbiturates from addicted 
persons is followed by severe and dangerous signs 
of abstinence. Initially, the symptoms of intoxica- 
tion abate and the patients appear to be improved. 
They then become nervous, ‘restless, apprehensive, 
feel weak, and may vomit. Finally, tonic-clonic 
convulsions occur resembling those of grand mal 
epilepsy. The number of convulsions varies greatly. 
Some patients escape seizures entirely; others have 
one or two convulsions, and a few may have re- 
peated convulsions. After convulsions have ceased, 
patients may recover without further incident or 
they may develop a psychosis which resembles al- 
coholic delirium tremens. The delirium usually be- 
gins and is worse at night; it is characterized by dis- 
orientation in time and place but usually not in 
person. Vivid hallucinations, usually visual but 
sometimes auditory, are present. Untreated delirium 
may persist from 2 to 60 days. During the delirium, 
fever, elevation of the N.P.N., and transient al- 
buminuria may occur. Blood pressure is elevated 
and pulse and respiratory rates are increased. Like 
abstinence from morphine, abstinence from these 
hypnotic drugs is a self-limited condition and pa- 
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Figure 3. Tattooing over antecubital veins in a mor- 
phine addict. The dark areas in the antecubital space 
represent tattoos resulting from numerous intravenous 
injections into the veins of these spaces. In some 
instances, tattooing may extend the entire length of 
all veins of the forearms and dorsum of the hands. 


tients recover completely, provided they are sufh- 
ciently protected and not allowed to become dan- 
gerously exhausted. 

Abstinence from chloral and paraldehyde is prob- 
ably identical with abstinence from barbiturates. 


Diagnosis of Addiction 


Many morphine addicts readily admit their ad- 
diction and so present no particular problem. In 
other instances, the diagnosis may be very difficult 
since experienced addicts become extremely clever 
in concealing their addiction. Diagnosis of addic- 
tion should always be suggested when an individ- 
ual presents himself with a glib story which in- 
cludes a multitude of obscure somatic symptoms, 
and finally culminates in the statement that a 
physician in another town has found that the only 
thing which will relieve the symptoms is a pre- 
scription for morphine or similar drugs. Addicts 
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frequently come armed with formulas containing 
tincture of opium, cocaine, and so on, and state 
that the formula is the only thing which will re- 
lieve their suffering. If the addicts fail to obtain 
drugs by means of these stories, they sometimes 
threaten to create a scene and upset the other pa- 
tients who are waiting to see the doctor and, like 
children, addicts continue to return and ask for 
drugs in the hope that the physician's resistance 
will finally be broken. When confronted with such 
a situation, the physician must be firm and refuse 
to issue a prescription for narcotics. The law does 
not permit the physician to supply narcotics to ad- 
dicts merely for the purpose of satisfying their ad- 
diction, and a doctor who does prescribe for addicts 
may find himself in serious legal difficulties. Fur- 
thermore, the physician who does yield to the im- 
portunities of addicts will find that he gains the 
reputation of an “easy mark” and that numerous 
addicts will clutter up his waiting room. 

Individuals who are seeking prescriptions for 
Benzedrine give a story of mental clepression, fa- 
tigue, and state that Benzedrine relieves their symp- 
toms. Individuals who are seeking barbiturates will 
complain of nervousness, inability to sleep, and 
will suggest that Nembutal or Seconal relieves 
their symptoms. 

Physical findings in opiate addicts are generally 
not outstanding and never diagnostic. Opiate ad- 
dicts who are spending all their money for drugs 
rather than for food may be emaciated, pale, and 
anemic. Constriction of the pupils is generally not 
marked in tolerant addicts. If the addict has been 
without his drug for several hours, the pupils may 
be dilated. The most reliable signs are the finding 
of scars or abscesses resulting from injections, and 
tattooing and sclerosis of the superficial veins from 
frequent intravenous injections (Figure 3). If the 
patient is isolated and drugs withheld for a time, 
the diagnosis of opiates addiction may be made by 
the appearance of the characteristic withdrawal 
symptoms. 

The diagnosis of acute cocaine or Benzedrine in- 
toxication should be suggested by nervousness, 
tremulousness, tachycardia, dilatation of the pupils 
and increases in the deep tendon reflexes, and hal- 
lucinations. Since mescaline is used only by 
Indians, it does not represent a diagnostic problem 
to the average practitioner. 

Intoxication with hypnotics is suggested by signs 
resembling those of alcoholic intoxication but with- 
out any odor of alcohol on the breath. This dif- 
ferentiation must be made with caution since the 


hypnotics are frequently used concomitantly with 
alcohol. Intoxication with paraldehyde is easily 
recognized by the characteristic odor. 

Intoxication with marihuana is very difficult to 
recognize. The outstanding finding is the odor 
which strongly resembles that of cubeb cigarettes. 
If this odor is detected and the patient’s conjunc- 
tivae are markedly reddened and garrulousness and 
hilarity are present, marihuana intoxication is quite 


likely. 
Treatment of Addicts 


The general practitioner should realize that it is 
almost impossible to treat addicts outside of insti- 
tutions. Generally, addicts who present themselves 
to practitioners and request treatment are actually 
attempting to obtain supplies of drugs to maintain 
their addictions, and very frequently are obtaining 
drugs from a number of physicians. The general 
practitioner should therefore not attempt with- 
drawal of opiates or barbiturates in either the home 
or in general hospitals. The patient should be ad- 
vised, and if possible persuaded, to enter some in- 
stitution which specializes in treatment of addicts. 
Patients in good economic circumstances can be re- 
ferred to private institutions. Individuals who are 
addicted to opiates, synthetic narcotics, cocaine, 
and marihuana can be admitted to U. S. Public 
Health Service hospitals. One of these institutions 
is located at Fort Worth, Texas, and accepts ad- 
dicts from the New Orleans area and from the 
States west of the Mississippi. The other hospital 
is located at Lexington, Kentucky, and accepts ad- 
dicts from states east of the Mississippi, with the 
exception of the New Orleans area. Information 
concerning admissions may be obtained by writing 
to the Medical Officer in Charge of either hos- 
pital. Indigent patients are treated without charge 
in these institutions. Other patients are required 
to pay $5.00 per day for treatment. All patients are 
expected to remain under treatment for a period of 
four and one-half months. Individuals who are ad- 
dicted to alcohol or to barbiturates are not eligible 
for admission to these institutions unless they are 
also addicted to opiates, marihuana, or cocaine. 

The program of treatment in these Federal hos- 
pitals involves two phases: first, withdrawal of 
drugs and, second, physical and psychiatric re- 
habilitation. Withdrawal of opiates is accomplished 
by substitution of methadone for whatever drug 
the patient has been using, followed by reduction 
of methadone over a period of 3 to 14 days. Ad- 
junctive withdrawal treatment includes hydrother- 
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apy, small doses of pentobarbital at night and in- 
fusions of glucose and saline as required. With- 
drawal of barbiturates is accomplished by first de- 
termining the minimal amount of barbiturates 
which will maintain the patient in a state of con- 
tinuous mild intoxication. Once this dose is deter- 
mined, barbiturates are gradually withdrawn over 
the course of 10 to 21 days. Withdrawal of chloral 
or paraldehyde is conducted in the same fashion as 
the withdrawal of barbiturates. No withdrawal 
treatment is necessary in cases of addiction to co- 
caine, Benzedrine, and marihuana, since there are 
no abstinence syndromes. Rehabilitation following 
withdrawal includes appropriate medical and sur- 
gical treatment of any physical disease the addict 
may have. 

In many instances, surgical operations designed 
to relieve pain (sympathectomy, root section, chor- 
dotomy, and prefrontal lobotomy) may be required. 
Occupational therapy is extensively used. Most pa- 
tients benefit from group psychotherapeutic ses- 
sions and, insofar as facilities are available, indi- 
vidual psychotherapy is given. 

The general practitioner can contribute most to 
the treatment of addiction after the patient has re- 
turned to his home following a period of institu- 
tional treatment. These individuals are in need of 
sympathetic understanding; they should not be re- 
garded as criminals and every effort should be 
made to help them adjust to the various stresses 
of living without resorting to drugs. 

What is the proper course of procedure when 
an individual who has once been addicted de- 
velops some illness for which narcotics are usually 
prescribed? The answer is simple; the former ad- 
dict should be treated in exactly the same way as 
the person who has never been addicted. If he has 
an illness for which morphine is usually prescribed, 
morphine should be given in the usual therapeu- 
tic doses. One must, of course, be very certain of 
the diagnosis. Self-administration of drugs or ad- 
ministration by the patient's relatives should never 
be permitted, and use of opiates should be discon- 
tinued as soon as the progress of the disease 
permits. 


Results of Treatment 


It is generally supposed that treatment of mor- 
phine addiction is a hopeless proposition. Actually, 
the results are probably much better than is gen- 
erally supposed. About 15 per cent of the patients 
treated at the Lexington hospital are known to be 
abstinent for periods of 5 years or more. About 45 
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per cent of the patients admitted to that institu- 
tion are treated only once and then disappear. It is 
felt that many of the patients in this group who 
cannot be traced remained abstinent from drugs, as 
the hospital would be informed if they fell into 
any difficulties with the law. About 40 per cent 
of the patients admitted to the Lexington hospital 
relapse within 5 years, but many of these remain 
abstinent for 2 to 3 years before resuming the use 
of drugs. Such periods of abstinence represent a 
considerable gain. Results of treatment of barbi- 
turates, marihuana, and Benzedrine addiction are 
still not known. 


Prevention of Addiction 


Most physicians are very careful in using mor- 
phine and similar drugs so that very few patients 
become addicted as a result of medical administra- 
tion of these agents. Nevertheless, a few important 
principles should be repeated. Morphine should 
never be administered for relief of symptoms which 
the physician believes to be primarily neurotic in 
origin. Morphine should never be given for the re- 
lief of alcoholic debauches, and great care must 
be used in prescribing morphine for any patient 
with any type of chronic painful disease, particu- 
larly bronchial asthma. 

When it is necessary to administer analgesic 
drugs over extended periods of time, codeine and 
the salicylates should be used if at all possible. 
When the pain is so severe as to require more po- 
tent analgesics, methadone is preferable to mor- 
phine, since tolerance to methadone develops more 
slowly and abstinence from methadone is milder 
than abstinence from morphine. Either methadone 
or morphine should be given in the least doses 
which afford satisfactory pain relief and the inter- 
val beteween doses should be as long as possible. 

Physicians have been much less careful in pre- 
scribing barbiturates than they have been in pre- 
scribing the analgesic drugs. Since it is now known 
that addiction to barbiturates is more dangerous to 
the physical well-being of the patient than is ad- 
diction to morphine, the same precautions should 
be used in prescribing barbiturates as are employed 
in dispensing narcotics. Barbiturates should be 
used very carefully in individuals with neurotic 
tendencies and should be prescribed only in small 
amounts. All prescriptions should be marked “not 
to be refilled” even if state laws prohibit refills. 

When patients return frequently and ask for 
prescriptions for barbiturates, they should be 
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warned that these drugs are dangerous; the doctor 
should check with other physicians and with phar- 
macists to ascertain whether such patients are ob- 
taining barbiturates from several other sources. 
Every physician should give wholehearted support 
to the passage and enforcement of local legislation 
designed to control promiscuous abuse of the bar- 


mean that they should not be prescribed on proper 
indication. Like the analgesic drugs, the barbiturate 
drugs are among the most useful therapeutic agents 
and should not be withheld from the majority of 
patients who need and use them properly, because 
a minority abuse such drugs and become addicted 
to them. As long as patients take these drugs in 


biturates. 
The fact that barbiturates are addicting does not 


the amounts prescribed and under the supervision 
of physicians, there is no danger of addiction. 


INTRAMEDULLARY NAILING 


Tue office of the Surgeon General of the United States Army recently released information 
about the use in the army hospitals of an intramedullary pin which, in cases of fracture of the 
femur, eliminates the need for a cast. This pin is run into and along most of the length of the 
marrow cavity. Within two weeks the patient can be up and about. He can exercise and even 
do light work. After the fracture is healed, an incision is made at the upper end of the femur 
and the pin is withdrawn. 

The ability of the patients to walk and to care for themselves soon after the injury builds 
morale, and is very helpful in army medical practice. The technique is being used with much 
success at Walter Reed Hospital. 

S. Lindvall reported on the technique as used in Europe (Acta Chir. Scandinav., Dec. 5, 
1950). He performed the operation on 40 patients, using a V-shaped nail of stainless steel. In 
some cases he found it necessary to cut in and hold the two fragments in position, while the 
nail was being driven through. 


PARTIAL GASTRECTOMY 


Many a physician, as he saw a patient come home from the hospital after having had most of his 
stomach removed, must have wondered what would be the man’s subsequent status as a worker. 
Would he be able to go back and earn his living, especially when he had to exert himself 
physically? Some American physicians have noted that a number of such patients without a 
stomach have been unable any longer to do hard work. 

In the London Lancet (1:525, March 25, 1950), A. Davis Beattie stated that the symptomatic 
and economic results in over 1,000 cases of gastrectomy were reviewed by 6 different writers 
who concluded that in about a sixth of the cases in which the surgical result appeared to be 
good, the economic result was poor. 


NEEDLE BIOPSY OF THE LIVER 


For twelve years, biopsies of the liver have been performed by inserting a small hollow needle 
into the organ and withdrawing bits of tissue which are then sectioned and studied by a patholo- 
gist. In expert hands, and when the patient is not jaundiced, there is little danger of bleeding. 

Often, a definite diagnosis can be made, and in many a case, the patient is saved an unnec- 
sary operation. Sometimes his trouble is shown to be purely intrahepatic, or carcinoma is found 
in the tissue obtained. Obviously, the test should be made only by someone who is expert in 
using this technique. 
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Sguints in Children 


BY WALTER H. 


Minneapolis, Minnesota 


FINK, M.D. 


The family physician is likely to be the first one consulted by the parents of a child having strabismus. He 


should therefore be prepared to give sound advice regarding the significance and treatment of this 


disorder. He must emphasize that early treatment is important and that the primary aim of treatment is 


the restoration of binocular action. This objective may sometimes be attained by proper 


nonoperative measures alone; at other times surgical treatment is also necessary. 


SrRaBisMus is one of the most important ocular 
disturbances of childhood, occurring in about 1.5 
per cent of the children in this country. Since, in 
recent years, there have been many changes in our 
approach to this important disorder, it may be 
profitable to review some of the problems involved. 

Strabismus is a responsibility not only of the 
oculist, but also of the family physician. In certain 
respects, the family physician has the greater re- 
sponsibility, because in many cases when a par- 
ent becomes alarmed about his child’s crossed eye, 
he turns first to the family physician. The attitude 
that the family physician takes toward the problem 
may have profound influence upon the future of 
the child. 

Because the family physician plays an important 
role in the management of strabismus, the follow- 
ing review is intended to present the basic prin- 
ciples which are of special interest to him. 


Education of Parents 


There are few conditions that demand greater 
co-operation between parent and physician than 


care of the child with crossed eyes. Parents who 
are vitally interested and anxious to co-operate are 
often handicapped by lack of reliable information, 
since very little literature on this subject has been 
published specifically for them. It is important that 
they be adequately informed, because successful 
treatment of eye muscle defects in children can be 
greatly aided by intelligent parental co-operation. 

The physician should carefully explain to the 
parents the basic factors responsible for strabismus, 
and he should outline the program of treatment. 
He should include a simple explanation of the 
anatomy of the eye muscles and a brief review of 
the basic principles of binocular vision. He must 
stress the fact that early treatment is vital, and he 
must dispel any notion that the child will “out- 
grow” the squint. 

Parents should be told that the program of treat- 
ment is comparable to that for straightening teeth— 
a long period of treatment with periodic adjust- 
ment. They must know that results may not always 
be perfect, depending upon the degree of neglect 
and the severity of the involvement. Psychologic 
and economic phases should be emphasized. 
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Etiology of Strabismus 


It is important to determine the causative factor 
for strabismus, because this knowledge may in- 
fluence the plan of treatment. Although we cannot 
always be definite as to etiology, we can make de- 
ductions as to the probable cause on the basis of 
certain findings, always remembering that more 
than one factor may be involved. 

Strabismus at 2 years or under. This group com- 
prises approximately 40 per cent of the cases in 
children. The causes found in this group are—in 
order of frequency—inherited defects, birth in- 
juries, and mechanical defects in ocular muscles. 
With regard to inherited defects, a study of the 
family history will often disclose that some other 
member of the family has had strabismus. Parents 
need not show the abnormality themselves to pass 
it on to their children. 

A high refractive error and weak or totally ab- 
sent power of fusion are inherited traits. Most fre- 
quent is the presence of unequal refraction in the 
two eyes, the greater error occurring in the squint- 
ing eye. While this condition is not peculiar to 
strabismus, when it is associated with weak fusion, 
strabismus often results. In a child with normal 
fusion, unequal refractive errors may not cause 
strabismus, because normal fusion may hold the 
eyes in alignment. 

Injury at the time of birth is a frequent cause 
of strabismus. It has been estimated that almost 50 
per cent of the babies born by a “normal” (spon- 
taneous) delivery have multiple tiny bleeding 
points in the brain as a result of compression of 
the head during birth. These minute brain hem- 
orrhages are usually absorbed, and no damage is 
done. However, even a small hemorrhage into a 
delicate control center for the eyes may cause seri- 
ous damage, and the child is born with crossed 
eyes. Another type of birth injury leading to stra- 
bismus is caused by damage to ocular muscles as 
a result of improper application of forceps. 

A mechanical defect in the muscles is a factor 
in certain cases. The cause may be either a disturb- 
ance in the cerebral centers which control the co- 
ordination of the ocular muscles or an intrinsic 
defect in the structure of the muscles. 

Strabusmus at 3 years or over. In about 60 per 
cent of cases, squints are first discovered after the 
age of three. It is possible that this figure is too 
high; undoubtedly a certain percentage of infants 
have strabismus of such slight extent as to be un- 
detected by parents. 


Development of retinal sensitivity explains some 
cases of strabismus. When a child is about 3 years 
old, the retina becomes sensitive enough to fully 
appreciate properly focused images, and the child 
therefore begins to make a definite effort to focus. 
If he happens to be hyperopic, so that he must ac- 
commodate to an unusual extent in order to over- 
come his far-sightedness, he will also tend to con- 
verge to an unusual degree. Thus his eyes will be- 
gin to cross. The more he uses his eyes, the more 
obvious the crossing becomes. 

Since the eyes of many hyperopic children do 
not cross, however, it is evident that hyperopia 
alone is not the whole explanation. There is evi- 
dence to suggest that many children whose eyes 
cross at about 3 years have some abnormality either 
in the attachments of the ocular muscles or in the 
muscles themselves. Hyperopia associated with an 
abnormality of one or more muscles is sufficient to 
precipitate a crossing of the eyes in children in 
whom neither the abnormality nor the hyperopia 
alone would be sufficient to precipitate squint. 

Disturbances in the cerebral centers may be a 
factor in strabismus. When the nucleus for con- 
vergence is irritated for any reason, it sends out an 
excessive number of impulses, and overconvergence 
results. If the child is excitable, the degree of 
overstimulation of his convergence mechanism may 
vary with his mood. Thus the eyes may be per- 
fectly straight when he is relaxed and markedly 
crossed when he becomes upset, angry, or fatigued. 

Sometimes strabismus is first noted following an 
exhaustive illness. In such cases it is probable that 
the defect would have shown itself in time, even 
in the absence of disease or shock. Any systemic 
disease, such as influenza, measles, mumps, chick- 
enpox, or some of the other diseases of childhood, 
may cause the eyes to cross. Because of the gen- 
eral weakness accompanying the illness, the 
muscular co-ordination required for perfect binocu- 
lar vision is maintained with greater difficulty. Al- 
though the parent is likely to blame the recent ill- 
ness for the crossed eyes, actually the infection is 
only a precipitating cause in the presence of a high 
refractive error or some other defect. 

However, we should remember that certain dis- 
eases may directly affect one or more ocular 
muscles or one or more portions of the brain which 
control ocular movements. When this happens, one 
or both of the eyes will usually deviate, perhaps 
permanently. Such an event is entirely different 
from crossing of the eves due to excessive accom- 
modative effort. 
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Injury is sometimes a factor in strabismus. When 
a child is struck on the head and the eyes begin 
crossing within a few months, the parents usually 
assume that the crossing is due to the accident. 
Although this may be pure coincidence, it is quite 
possible for an injury to precipitate strabismus. 
Loss of vision in one eye may cause strabismus. 
When a child loses the sight of one eye for any 
reason, the blinded eye will usually turn if phoria 
(latent muscle imbalance) is present, owing to the 
fact that fusion cannot act to hold the eyes parallel. 
When one eye is blind, fusion is impossible, and 


there is no reason for the two eyes to work together 
as a team. Occlusion of an eye because of a minor 
injury may likewise result in strabismus. 
Strabismus does not result from voluntary cross- 
ing. Many persons believe that a child’s eyes may 
cross because of his attempts to imitate the appear- 
ance of a cross-eyed individual with whom the 
child is closely associated. There is no evidence 
that this has ever happened. 


Classification 


The recognition and classification of a case of 
strabismus by the family physician requires a few 
simple tests. His findings should enable him to 
detect the disorder and estimate its severity, cause, 
treatment, and prognosis. More exacting differen- 
tial tests are outside his responsibility; consequently 
they are not of immediate interest. 

The classification of strabismus need not be 
complicated. Generally speaking, there are two 
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Figure 1. Eyes which are crossed need surgery. Illustration shows child before and after operation. 


groups: monocular and alternating (affecting some- 
times one eye, sometimes the other). The two 
types may be further subdivided into convergent 
strabismus (toward the nose) and divergent stra- 
bismus (away from the nose). Occasionally, an 
eye may turn up or down in addition to turning 
in or out. 

On an etiologic basis, strabismus may also be 
classified into two types: paralytic and nonpara- 
lytic. The paralytic type is caused by congenital or 
acquired muscle or nerve abnormalities which pre- 
vent the eyes from working in unison. The non- 


paralytic type may be caused by anything which 
prevents binocular vision. There are many such 
factors, including corneal opacity, fundus lesions, 
refractive error, muscle dysfunction, and defective 
fusion sense. The majority of cases of nonparalytic 
strabismus are caused by errors of refraction and 
defective fusion faculty. A combination of muscle 
weakness, refractive errors, and defection fusion 
may be present in the same case. 


The selection of tests for diagnosis depends upon 
the type of case and the age of the patient. In a 
severe case where the crossing is pronounced, the 
diagnosis is obvious and only a limited examination 
is necessary. When the deviation of the eyes is 
questionable or slight, all available tests may be 
required before a diagnosis can be reached. 

The very young child presents a more compli- 
cated diagnostic problem than the older child; the 
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number of tests that it is possible to employ is 
limited, and they give more uncertain results. 

Corneal Reflex Test. This simple test gives a 
quick, easy, and fair estimate of the amount of 
deviation. It is especially applicable in the very 
young child or in children who will not co-operate. 

A small-point flashlight is turned on and off to 
attract the child’s attention, and the reflection of 
the light on the cornea is observed. If this reflec- 
tion lies in the center of the pupil in each eye, re- 
gardless of how crossed the eyes otherwise look, 
the child has normal, straight eyes. If the light 
reflex falls about midway from the center of the 
cornea to the limbus, it would show about three 
millimeters deviation, which could be interpreted 
approximately as twenty arc degrees or forty prism 
diopters of deviation. If the reflex is out to the 
limbus, it would show about forty-five arc degrees. 
With a little practice one can estimate quite ac- 
curately the amount of deviation. 

The presence of an epicanthal fold in an infant 
is a common source of error in diagnosing stra- 
bismus. An epicanthal fold is a small fold of skin 
arising from the upper eyelid and inserting into 
the side of the nose medial to the inner canthus. 
This fold of skin will often hide the inner canthus 
entirely, thus hiding the medial portion of the 
sclera. Especially if the eyes are not looking straight 
ahead, the eye which is looking toward the nose 
will seem to be turned in markedly, giving the im- 
pression of strabismus. Parents of these children 
can be reassured that such structures usually dis- 
appear as the face and head enlarge during normal 
development. 

Version Test. This test is especially useful in 
cases where the deviation is not obvious. It is car- 
ried out as follows: The patient is asked to follow 
a point of light carried into the various directions 
of gaze, up and right, up and left, down and right, 
down and left. The physician watches for any 
limitation of motion of either eye when rotated 
in these directions. The upper lids are retracted 
during downward gaze in order to provide a better 
view of the corneal reflex. The light is then brought 
toward the patient’s nose to test his power of con- 
vergence. The test can be done even in the very 
young, provided the head is held in the frontal 
position. 

This test aids in localizing the affected muscle 
because it makes more obvious a questionable devi- 
ation. The eyes may be parallel in eyes front but 
reveal a deviation in the field of the involved 


muscle. 


Head-tilt Test. Frequently, tilting of the head is 
noticed in a child who has apparently straight eyes. 
This suggests an oblique muscle involvement 
which may not be evident with the ordinary tests. 
If tilting the head in the same direction as the 
habitual tilt, or in the opposite direction, produces 
a vertical movement of one or the other eye, the 
evidence is quite conclusive that an oblique muscle 
is underactive. 

Cover Test. This is one of the most valuable 
procedures used to analyze strabismus. It is also 
helpful in diagnosing latent muscle imbalance 
(phoria) where the defect is overcome by fusion, 
and the eyes are parallel. The procedure is based 
on the fact that, normally, eyes directed at a dis- 
tant object do not deviate under cover. 

The child’s attention is drawn to a distant light 
or object. CA distant object will not hold the at- 
tention of the very young, and the test may then 
be done by holding the light in front of the ex- 
aminer about thirteen inches from the patient.) 
One eye and then the other is covered with a small 
piece of paper or the examiner's hand. The cover 
is moved from one eye to the other just fast enough 
to allow the exposed eye to become fixed, which 
is about two or three seconds, and the eye which is 
being uncovered is observed. If there is a move- 
ment either out or in, a muscle imbalance is prob- 
ably present. If there is a tendency for the eyes 
to cross, the exposed eye will be directed at the 
light, and the covered eye will turn toward the 
nose. When the cover is shifted to the other eye, 
the recently deviating eye will swing out to the 
midline and pick up fixation, while the now cov- 
ered eye will deviate toward the nose. If there is 
a divergence, the covered eye will turn out, and 
when uncovered will swing to the midline to pick 
up fixation. 

Although the co-operation of the child is needed, 
this test can be satisfactorily performed in many 
children 2 years of age. Although accurate meas- 
urements may be difficult or impossible, the family 
physician is not concerned primarily with the exact 
amount of deviation but only with its presence. 

If closer analysis is desired or if there is uncer- 
tainty as to the eyes front deviation, the light is 
carried into each of the four corners, as previously 
described, and the cover test repeated. For example, 
the light is held up and to the right of the patient 
in such a way that each eye can see it. The eyes 
are then alternately covered and the movements 
observed. In this way any vertical deviation due to 
paralysis or paresis of a muscle can be demonstrated. 
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Visual Test. Occasionally the family physician 
may wish to obtain information concerning the vis- 
ual acuity of the child. A vision test of a child who 
is not old enough to read letters or numbers can be 
made by using the symbol “E.” 

An E (l-inch square) should be cut from black 
paper or drawn with ink or crayon on a round 
white cardboard 6 inches in diameter. Have the 
child stand directly in front of the E at a distance 
of 3 or 4 feet. The child must first learn to turn 
his finger quickly and accurately in the direction 
in which the open ends of the E point. This is pre- 
sented with the ends pointing up, down, right, left, 
and obliquely. When the child has been taught the 
game, one eye is covered, and the E is exposed at 
20 feet and turned in various directions. If the di- 
rection of the E is not recognized, the examiner 
walks a step closer, and the E is again exposed. 
This is repeated until the child can recognize in 
which direction the E is pointing. The test is then 
repeated with the other eye covered. 

The author uses a round card on one side of 
which is printed the letter E (20/20 size). On the 
opposite side are directions to be followed in mak- 
ing the test. This card is given to the mother on 
the first visit. She makes the test at home and re- 
ports the results at a later visit. The method can 
be used in many instances even with a 3-year-old 
child. Experience indicates that in a very young or 
shy child a test carried out at home may be more 
accurate than one performed in a strange office. 
However, all visual readings made at home should 
be checked by the doctor. 

If the child is too young for the E test, occlusion 
is helpful in determining the visual acuity of a 
deviated eye. This test also is carried out at home. 
The straight eye is covered by a small piece of 
elastoplast, and the child is encouraged to resume 
his normal activities. Sometimes arm restraints in 
the form of cardboard cuffs are necessary to prevent 
the child from removing the patch. The mother 
can soon determine whether vision is present in 
the crossed eye by observing the child’s actions. It 
may be necessary to repeat the covering several 
times before a decision is reached. 


Importance of Early Treatment 


The treatment of strabismus should begin as 
soon as the eyes are noted to cross. There are no 
exceptions to this rule. Delay may prevent a rapid 
and complete cure. Children easily develop the 
habit of using only one eye, and the longer the 
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habit persists, the more difficult it is to re-establish 
normal use of the eyes. 

Parents are sometimes misled into believing that 
nothing can be done until the child is older, or 
that the child may improve spontaneously. It is 
remarkable how many parents bring their children 
for examination on account of strabismus only 
when they attain school age, or for esthetic rea- 
sons. In some manner they too frequently gain the 
impression that treatment is unnecessary until the 
child is ready for school. When informed that the 
deviating eye has defective vision, they express 
great surprise, and sometimes they are resentful 
because of the poor advice they have previously 
received. 

Most parents realize that the child’s eyes may 
deviate in the first months of life, and they will not 
be particularly alarmed unless the defect is marked 
or constant. Even after this early period, many par- 
ents disregard a small degree of deviation. Like- 
wise, periodic crossing does not seem to them to 
be important, and frequently nothing is done about 
it. In many instances the oculist is consulted only 
after much permanent damage has been done to 
the ocular apparatus. 


Results of Neglect 


Fusion defects result when strabismus is not 
treated early. Binocular single vision is effected by 
a physical blending of two sets of visual impres- 
sions into one composite picture. Development of 
this power of fusion begins very early (during the 
first year) and is complete after the sixth year. 

When a squint is present, it is impossible for 
the brain to fuse the images of the two eyes. There- 
fore everything appears double to the child who 
has just developed strabismus. Children readily 
overcome this double vision by ignoring the image 
of one eye (suppression). Unless the squint is cor- 
rected early, the ability to use the two eyes together 
is lost and may never be regained. 

Loss of binocular vision is a handicap in daily 
life. With only monocular vision it is impossible to 
judge distances accurately or to appreciate fully the 
perception of depth. Since the possession of bi- 
nocular vision is important in most occupations, it 
behooves the physician to prevent its loss. 

The power of fusion may be lost either in mo- 
nocular strabismus or in the alternating type. In 
the first type the image is constantly ignored by 
the crossed eye, whereas in the second type the 
crossed eyes must alternately ignore the image in 
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whichever eye happens to be crossing at the time. 

Patients with neglected strabismus develop ab- 
normal retinal correspondence, a condition in 
which the brain has been forced to learn to do 
something in an abnormal way. Every time the 
person looks at any object with his straight eye, 
the crossed eye looks at the same object with some 
abnormal point in the retina. The brain learns to 
interpret images coming from these abnormal points 
on the retina as coming from the same object. The 
bad habit of abnormal correspondence is strength- 
ened each time the patient looks at anything with 
his straight eye, and the habit must be entirely 
eradicated before the patient whose eyes were 
crossed is considered to be cured. Although surgery 
may straighten the eyes, if abnormal correspond- 
ence is present, they may cross again. 

Abnormal correspondence is found in alternating 
as well as monocular esotropia. If one eye crosses 
all the time, it usually develops both blindness of 
disuse and abnormal retinal correspondence. 

In the alternating type of crossed eyes, blindness 
of disuse does not develop. The patient uses first 
one eye and then the other eye to look at objects. 
The vision is equally good in the two eyes, and 
neither eye becomes weak. The patient does not see 
double but has an alternating type of suppression. 

When strabismus is neglected, secondary con- 
tractures develop in the muscles and fascial tissues. 
In long-standing cases, the tissue changes make it 
difficult to re-establish normal relationships, and 
in severe cases, even extensive surgery does not 
overcome the effect of the contractures. 

The cosmetic problem of squint usually brings 
the patient to the physician. In many instances, 
the cosmetic aspects of the abnormality concern the 
parents far more than the establishment of normal 
vision in both eyes. 

From the viewpoint of the eye physician the 
cosmetic problem of cross-eyes is the easiest to 
handle. In most cases an operation will greatly de- 
crease, if not eliminate, the disfigurement. Regarded 
in this light, surgery is a blessing to the cross-eyed 
child, since it reduces the conspicuous disfigure- 
ment and makes it possible for him in adult life 
to get and hold positions that would otherwise not 
be open to him. 

Visual development does not take place in the 
crossed eve unless treatment is started early. The 
child with monocular esotropia develops very poor 
vision in the crossed eye because it is ignored by 
the brain. This is known as suppression, a habit 
which is quickly acquired. It is not the whole eye 


that becomes weak or “blind,” but only that por- 
tion of the retina which is used for central fixation. 

If allowed to persist beyond the fifth or sixth 
year, amblyopia (defective vision) ordinarily can- 
not be treated effectively; the earlier treatment is 
started, the more satisfactory the final result. The 
price of delay is markedly reduced vision in one 
eye and a complete absence of binocular vision. 
Amblyopia ex anopsia is therefore a complication 
which demands prompt and energetic treatment in 
the early years of life to prevent it from becoming, 
in adult life, an affliction and a handicap, capable 
of interfering with all normal activities. 

Strabismus creates an unfavorable psychologic re- 
action in the child. Comparatively little thought 
has been given to the far-reaching mental effect 
which the deformity of squint has upon the child. 
Parents may completely fail to realize that the 
psychologic problem is actually or potentially 
greater than the ophthalmologic problem. 

The child soon becomes conscious that there is 
something different from other children in his 
make-up, and that this difference is not to his ad- 
vantage. This realization marks the beginning of 
an inferiority complex. The commonest response 
is for the child to withdraw from the group, feeling 
different and unwanted. He becomes very shy and 
timid. Adults will testify to the anguish which 
squint caused them in early childhood, and of the 
influence which it exerted upon them throughout 
life. 

Strabismus creates an economic problem. Many 
men and women, otherwise fully qualified, must 
be excluded from occupations and vocations which 
call for binocular single and stereoscopic vision. 
The majority of young people who have suffered 
from squint with loss of vision in one eye will be 
unable to gain employment in most industries, 
many of which require visual tests. As the demand 
for safety increases, greater stress is placed on 


physical ability. 
Treatment 


The treatment of strabismus may be divided 
into two periods. The first period extends up to 
the age of manageability (3 years of age); the sec- 
ond period is after 3. During the first period the 
chief concern is to combat amblyopia and malfunc- 
tion of the ocular muscles. The procedures used 
are refraction, occlusion, and surgery. When the 
child is 3 to 4 years old, orthoptic evaluation is 
possible. 

In children over 3, the therapeutic steps depend 
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Figure 2. Method is illustrated of occluding the 
eye in doing the cover test for strabismus. 


Figure 3. Demonstration of the use of 
prism to measure the amount of defect. 


Figure 4. The patient is asked to rotate 
her eyes in the various fields to reveal 
the presence of an under-acting muscle. 


upon the conditions present, varying with the du- 
ration of strabismus and whether or not it has been 
adequately treated. Some patients may need glasses, 
some treatment of the amblyopia, some orthoptic 
therapy, and others surgery. One patient may re- 
quire all the therapeutic procedures, others only 
one or two. : 

It is important to stress that therapy does not 
follow a set routine but must be varied from case 
to case. Successful treatment requires frequent ob- 
servation over a long period of time; the plan must 
be flexible and varied as the occasion demands. 

Although our present interest is not considera- 
tion of the therapy of strabismus in detail, the 
family physician should have a general knowledge 
of the methods of treatment, because the parents 
frequently turn to him for information. 

Refraction. Early refraction is essential. When 
glasses are needed, they should be prescribed at the 
earliest possible moment the child will tolerate 
them. The earlier glasses are worn, the greater the 
good accomplished. The average age is 15 months, 
but glasses can sometimes be satisfactorily worn 
even by children as young as 9 or 10 months. 
Glasses prescribed at this early age will prevent 
some serious symptoms and complications, and sur- 
gery may be avoided. The influence of high re- 
fractive errors, and especially of unequal errors, 
is so great that their correction will simplify all 
other treatment, pave the way for complete recov- 
ery, and, in many instances, produce spontaneous 
correction of the squint. 

When the eyes are crossed solely because of hy- 
peropia, glasses will straighten the eyes entirely and 
completely. When the eyes are more nearly straight 
with glasses than without them, but are not com- 
pletely so, then obviously something more than 
glasses is needed. This usually means orthoptic 
training, or an operation, or both. When no im- 
provement is manifest within three or four months, 
it is usually evident that glasses alone will not re- 
lieve the squint. 

Refraction of children’s eyes requires the use of 
a cycloplegic drug, such at atropine, in order to 
relax the abnormally tense, spastic ciliary muscle. 
This relaxation permits accurate refraction of the 
eyes and the prescribing of lenses which balance 
the vision in the two eyes, a fundamental require- 
ment of treatment. 

The glasses should be worn constantly. When 
the child is hyperopic and his eyes are crossed 
partly because of the hyperopia, glasses which cor- 
rect the hyperopia and thus straighten the eyes, 


either partially or completely, must be worn during 
every waking moment. Removing the glasses for 
even a short time is inadvisable. 

The glasses may be discarded later in some 
cases. Many children outgrow a part and some- 
times all of their hyperopia. When they outgrow 
it to a great extent, there may be no necessity for 
glasses. On the other hand, when there is enough 
residual hyperopia to make the eyes cross when 
correcting glasses are withdrawn, then the glasses 
should be worn as long as they keep the eyes 
straight. When fusion can be developed and the 
patient is only moderately hyperopic, it is often 
proper for the glasses to be worn only for reading 
and close work. 

The child must become adjusted to the new 
glasses. The hyperopic child who is wearing new 
glasses may temporarily have blurring of distance 
vision because his ciliary muscle has not yet learned 
to relax. He must wear his new glasses constantly 
in order to force the eyes to relax and become ad- 
justed to the change. It should be made clear to 
the parents that glasses are not prescribed with the 
purpose of improving the child’s ability to see, but 
rather to relax the accommodative effort, and that 
when a full correction of the error is prescribed, 
some blurring of the distance vision is to be ex- 
pected even after adjustment to the glasses. 

Some patients do not require glasses. If the re- 
fraction error is within normal limits and some 
other cause is obviously at the basis of the trouble, 
glasses are not prescribed. 

Refraction should be repeated frequently. The 
hyperopic child tends to outgrow some of his hy- 
peropia; growth of the eye causes hyperopia to de- 
crease. Glasses which are correct today may be too 
strong some months from now. The eyes should 
therefore be examined once or twice a year. 

The treatment of the case is never completed 
by the prescribing of glasses. The child must con- 
tinue under observation even though the eyes 
seem parallel. Careful follow-up is essential to in- 
sure proper visual development and normal bin- 
ocular response. Often we see older children with 
one blind eye, in spite of the fact that they have 
worn glasses since they were very young. Not hav- 
ing been instructed otherwise, the parents are un- 
der the impression that, once glasses are prescribed, 
they have done all that is necessary. 

Amblyopia Ex Anopsia. Defective vision from 
disuse is prevented by refraction and by occluding 
the sound eye continuously for several weeks at a 
time. This forces the use of the affected eye. Simple 


rotation exercises tend to prevent contractures and 
atrophy of opposing muscles. These two simple 
forms of treatment, occlusion and rotation exercises, 
should be carried out in the early period. 

When amblyopia is already established, correc- 
tive treatment must be instituted promptly and 
pushed most vigorously during the formative period 
of childhood. To be effective, occlusion must be 
carried out during all the child’s waking hours. 
For this reason, it is important that it be instituted 
before the child begins school. It is very difficult 
to carry on an adequate program of occlusion of 
the fixing eye, once the child attends school, as 
there may not be enough vision in the squinting 
eye to permit normal activities in the classroom. 

The eye with the better vision should not be 
used at all during the period of occlusion, because 
the development of vision in the amblyopic eye 
will be retarded. Wearing a patch over the good 
eye for an hour or two a day is ineffective. The 
good eye must be patched from the moment the 
child awakens in the morning until he goes to 
sleep at night. 

The age of the child is an important factor. Oc- 
clusion is most effective in young children, pref- 
erably before the age of 5 years; the younger the 
child, the better the result. In children over 5 or 
6, occlusion of the good eye sometimes results in 
improved vision in the poorer eye, but the result is 
uncertain. 

Discipline must be enforced. The parents’ en- 
thusiasm should be stimulated, and the child should 
be constantly encouraged, since the results of treat- 
ment are in direct proportion to their co-operation. 
The child should be urged to carry out his normal 
playtime interests. 

The length of time required to restore vision 
varies considerably. The younger the child, the 
more rapid the improvement. Each year of age 
Cespecially after 6) makes results of occlusion in- 
creasingly uncertain. In the average case with 
proper co-operation, vision can be greatly improved 
in three months. The ultimate vision is largely de- 
pendent upon the state of visual development at 
the time crossing first occurred and the length of 
time the deviation has existed. 

Fusion training may be started when the vision 
in the crossed eye is still comparatively poor, that 
is, about 20/50. On the other hand, operation 
should not be done in most cases until the vision 
in the defective eye is brought to the highest level 
possible. Treatment intended to straighten the 
eyes cannot offer any guarantee of success until 
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the level of vision in the two eyes is fairly equal. 
It is important to stress that, unless the position 
of the defective eye is such that it may be used in 
co-ordination with the other eye when the cover is 
not used, permanent improvement in vision is rare. 

Amblyopia may be transferred to the other eye. 
This happens only in young children and is rare 
after 6 years of age. Parents should be forewarned 
that this is to be expected and is not significant. 
Frequent vision checks during occlusion are nec- 
essary to prevent such transference. 

The atropine method is not recommended. Atro- 
pine instilled in the seeing eye paralyzes the ac- 
commodation and theoretically compels the patient 
to use the squinting eye. Most oculists find the 
atropine method inadequate and attended by some 
risk. In many cases the vision in the atropinized 
eye still is better than in the squinting eye, and 
the purpose of the treatment is lost. 

Orthoptics. Although the use of orthoptics in the 
treatment of strabismus is fairly new, experience 
indicates that it has definite value. Orthoptics re- 
educates the eye centers of the brain so that they 
work as a team. This is the best guarantee that the 
eyes will remain permanently straight following an 
operation. 

Orthoptic training is indicated only under cer- 
tain conditions. The vision must be sufficiently 
good in both eyes. The patient must be able to 
co-operate. The deviation must not be too great. 
The oculist will recognize those defects which make 
development of binocular action impossible. 

Orthoptic training can accomplish two things. It 
can destroy abnormal correspondence that is not 
too firmly established, and it can build up the 
fusion powers of the patient. When fusion power 
is weak, binocular stability is very poor. Unless the 
fusion power can be built up to a normal level, the 
previously cross-eyed person has no assurance that 
his eyes will remain straight. 

There are certain misconceptions about orthop- 
tics. Orthoptic training is concerned with more 
than just movements of the eyes. It is a re-educa- 
tion in the process of seeing. This training is of 
no value whatever unless it is conducted in such 
a fashion that the eyes learn to see together as a 
team. 

Orthoptic training alone will not straighten eyes. 
In cases in which the eyes are obviously crossed, 
even with glasses, surgery must be used before 
orthoptic training is of value. However, in cases of 
strabismus that are almost straightened by glasses, 
orthoptic training may be found quite sufficient 
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to complete the task of straightening the eyes. 

Some patients acquire the power of fusion with- 
out orthoptic training, and others do not. In still 
others, orthoptic training is not an absolute ne- 
cessity but considerably shortens the time before 
fusion becomes firmly established. If orthoptic 
training is available, the average patient can attain 
the goal of fusion—two eyes working together as 
a team—in a much shorter time than he otherwise 
might. 

Orthoptic training should be carried out by a 
technician who is licensed and trained to give this 
type of treatment. There must be close co-operation 
between the technician and the oculist. The train- 
ing should be started as soon as the child will co- 
operate, usually not before 4 years. 

Concerning the duration of orthoptic treatment, 
parents should be told that no two children react 
exactly alike to fusion training. In general, train- 
ing should be given as long as there is evidence of 
improvement, six months or longer. Several visits 
are usually necessary in order to determine whether 
or not any benefit may be expected from orthoptics. 

Surgical Treatment: Operative measures are in- 
dicated as soon as the surgeon is convinced that 
nonsurgical treatment will not cure the patient. 
Early correction of the squint by surgical methods 
(when indicated) shortens the recovery period, 
particularly the period of orthoptic training. It cor- 
rects the deformity at an age when natural forces 
can aid the child to reach a normal state. 

Any patient whose strabismus is not completely 
corrected by glasses or orthoptic training should 
have the benefit of an operation. In some instances 
where the eyes are almost straightened by glasses, 
they can be made completely straight by orthoptic 
training. However, eyes which are crossed “just a 
little” and cannot be straightened by orthoptic 
training need surgery just as much as those which 
have a marked crossing. Abnormal retinal corre- 
spondence and amblyopia develop just as quickly 
and firmly in eyes crossed a little bit as in a marked 
crossing. 

A child whose eyes turn outward (exotropia) 
usually responds well to surgical treatment, and a 
complete cure may often be quickly obtained. 
When the amount of the outward turning of one 
or the other eye is not too great, orthoptic training 
alone may be able to control the situation; when 
the deviation is large, an operation is almost the 
only hope for a complete cure. 

The age for operation is an important considera- 
tion. It is generally agreed that all treatment for 
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squint should be given during the formative period 
of childhood, and this is especially true of surgery. 
Preschool children usually respond better to treat- 
ment than older children. Years of readjustment 
may be saved if strabismus can be completely cor- 
rected before school age. 

Generally speaking, the best time for surgery is 
between the second and third years. However, 
when the crossing is pronounced and is obviously 
a surgical problem, the child can be operated as 
early as 1 year of age, the great advantage being 
that the eyes become parallel before secondary con- 
tractures have developed. 

Most strabismus operations on adults are for cos- 
metic purposes. Surgery improves the appearance 
of the patient but does not affect the functioning 
of the eyes. The power of fusion may still be lack- 
ing, and amblyopia with abnormal correspondence 
may persist. With the passage of time, the crossed 
eye which has been straightened but has poor 
vision may begin to turn slowly outward. This out- 
ward turning can, of course, be corrected by an- 
other operation. On the other hand, the goal of an 
operation in children is more than just a cosmetic 
improvement—it is a pair of eyes working together 
as a team. 

The surgeon cannot always guarantee straight 
eyes after one operation, although he can some- 
times anticipate that more than one operation may 
be required. He can give fair assurance in uncom- 
plicated cases of moderate severity that one opera- 
tion may suffice. 

In some complicated cases, the surgery should 
be done in more than one stage for several reasons. 
Often an eye that turns chiefly inward and only 
slightly upward before an operation will turn ob- 
viously upward when the inward turning is cor- 
rected surgically. If fusion is to be attained, it is 
obvious that a second operation will be necessary 
in order to correct the upward turning. 

A single operation seldom suffices to straighten 
eyes which are quite markedly crossed. It is better 
to do too little than too much at the first operation. 

There is a ‘difference in straightening the eyes 
of children and of adults. It is usually possible to 
straighten the eyes of a 5-year-old in a single opera- 
tion, whereas the 25-year-old will frequently re- 
quire two operations. 

A strabismus operation is a minor procedure. 
Complications are rare. Eye operations on children 
are done under ether anesthesia; adults in most 
instances receive sodium pentothal injected intra- 
venously. It is important to reassure the parents 


that there will be no bad effect on the operated eye. 
Many parents have been falsely told that surgery 
involves something akin to enucleation, or that the 
eye must be fastened out on the cheek, or even 
that sight will be destroyed by operation. The op- 
eration does not influence vision of the operated eye. 

Surgery is in no sense an alternative for glasses. 
Only in exceptional cases is it possible for glasses 
to be discarded following eye muscle operations. 
One should never operate on a patient whose eyes 
have been entirely straightened by glasses simply 
to enable the patient to remove his glasses. The 
result would be a distinctly abnormal situation, 
because if the patient is very hyperopic, he would 
again be forced into the abnormal condition 
of having to compensate for his hyperopia by the 
excessive use of his ciliary muscle in accommodat- 
ing. However, if the patient is only slightly or 
moderately hyperopic, it is entirely possible that 
the glasses may be removed or used only for reading. 

There are two types of operative procedures 
widely used today. The first has the purpose of 
weakening an overacting muscle. The tendon of 
the muscle at its insertion is set back on the globe 
(recession operation). 

The second type strengthens an underacting 
muscle by shortening the tendon (resection.) It 
is quite often necessary in long-standing squints 
to combine resection of one muscle with recession 
of its antagonist. It is not at all unusual to operate 
on both eyes at the same operation. 

The treatment of crossed eyes does not end with 
an operation. In most cases aftercare is absolutely 
essential if the final result is to be satisfactory. Or- 
thoptic training should be given if indicated. It 
should be continued until the child has built up 
sufficient powers of fusion to get along without 
training for the rest of his life. This may require as 
much as a year, even longer when orthoptic train- 
ing has not been given prior to the operation. 

If the operation has not made the eyes exactly 
straight, it is often possible to reach this goal by 
adjusting the strength of the glasses afterwards. 

Psychotherapy. From the psychologic viewpoint, 
the cross-eyed child requires development or re- 
establishment of the normal human relationships 
which are so important in a child’s life. The physi- 
cian should make definite efforts to combat feelings 
of inferiority, shyness, timidity, or aggressiveness 
which may be present as the result of the stra- 
bismus. If the child is later to develop into a 
healthy, normal adult, it is essential that he be 
made to realize that he is like other children. 
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Obstetric Anesthesla 


BY JOHN S. 
Mayo Clinic, Rechester, Minnesota 


LUNDY, M.D., 


AND EDWARD A. 


BANNER, M.D. 


Ether inhalation, procaine infiltration, and rectal ether or Pentothal sodium are safe, 


simple methods for obstetric anesthesia. Their effectiveness often may be enhanced by using 


them in combinations or by judicious preparation with analgesic agents. 


SincE approximately 90 per cent of all deliveries 
are now accomplished in a hospital, obstetric an- 
esthesia in the hands of the general practitioner 
is not essentially different from that administered 
by the specialist. The practitioner is limited only 
by his skill and the availability of equipment and 
personnel. Since many physicians have not had spe- 
cialized training in anesthesia, they may well 
choose methods which offer wide ranges of safety 
plus satisfactory adaptation to most patients. 


Ether Anesthesia 


Volatile ether is an ideal anesthetic agent, for it 
can be administered with a minimum of equip- 
ment and carries with it a wide range of adaptabil- 
ity. The physician can carry the minimal necessary 
equipment—a mask and a can of ether—and he 
may instruct almost any lay person how to moisten 
the mask and give the patient a few inhalations 
of ether vapor, not with the idea of producing an- 
esthesia, but of partially relieving pain and appre- 
hension. 

Trilene has been used in England apparently 
with some success, but it has not as yet gained 
favor in the United States. This agent, like ether, 


is used to produce relief of pain, but it is not in- 


tended for production of surgical degrees of an- 
esthesia. 


Regional Anesthesia for Vaginal Delivery 


However, in spite of the high safety factor of 
ether, the practitioner may not be willing to trust 
its administration to untrained hands, and may well 
elect to use an equally safe anesthetic agent which 
he may administer and which requires little equip- 
ment for its use. It is our opinion that under such 
circumstances the safest method of anesthesia, both 
for the mother and for her baby, is regional anes- 
thesia using procaine hydrochloride. It may be 
used in a variety of ways, and it has the highest 
element of safety that can be offered. Toxic effects 
may be minimized by noting any history of idio- 
syncrasy and by using the smallest volume of an- 
esthetic agent in the lowest concentration for ef- 
ficacy. Slow injection of the drug is recommended 
and measures should be taken to avoid intravascu- 
lar administration. 

Infiltration is generally begun by forming a 
wheal in the skin. A 0.5 to 1 per cent solution 
is customarily used. Local anesthesia is obtained 
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from pressure of the solution on the nerve endings 
and trom the depressant effect of the drug itself. 
The vasoconstricting action of epinephrine added 
to the anesthetic agent enhances the action of the 
drug by diminishing its absorption. 

The procedure, shown in Figure | is recom- 
mended either for episiotomy and spontaneous de- 
livery or for forceps delivery with episiotomy. We 
also have found that the injection of the perineal 
and pudendal nerves with additional block of the 
ilioinguinal nerve is ideal for breech delivery. Re- 
laxation of the perineum and anesthetization of the 
skin follow in a few minutes, and the patient is 
relieved of most of her second-stage pain. Uterine 
contractions are not interfered with, and the co- 
operation of the patient in expulsive efforts may be 
utilized to produce spontaneous delivery or to as- 
sist in outlet forceps extraction. We have found 
the assistance offered by the patient's expulsive ef- 
forts, particularly in breech deliveries, to be most 


Perineal n 


Figure 1. The needle indicates the point of injection to 
interrupt the perineal nerve near the tuberosity of the 
ischium. The arrow indicates the line of infiltration when 
field block is also used. Bilateral injection usually is car- 
ried out. 


helpful. It is our opinion that the amount of blood 
lost during the delivery when this method of anes- 
thesia is used is significantly less than that encoun- 
tered when gaseous anesthetic agents are used for 
analgesia and anesthesia. 

We have recently tried a new local anesthetic 
agent called Xylocaine. We have found it to be 
without toxic effects, and the duration of its an- 
esthetic effect has been approximately three to four 
times that of procaine. 


Regional Anesthesia for Cesarean Section 


The agent most commonly used in this proce- 
dure is a 0.5 per cent solution of procaine. The 
volume may vary from 150 to 300 cc. This form 
of anesthesia has particular advantage in patients 


whose infants are already in jeopardy because of 
prematurity or toxicity. The surgeon must be con- 
tent to work more slowly than under other circum- 
stances, since infiltration often must be accom- 
plished layer by layer. Secondly, he and his assist- 
ants must work with greatest gentleness and mini- 
mal manipulation. All of this makes for a rather 
slow and drawn-out procedure, but the utmost 
safety for both mother and baby more than com- 
pensates for the time and effort expended (see Fig- 
ure 2). 


Analgesic Agents 


In association with any of the foregoing anes- 
thetic methods the use of pain-relieving drugs is 
suggested. Meperidine hydrochloride (Demerol 
hydrochloride) has generally taken the place of 
morphine, and scopolamine added to it has the ad- 
ditional effect of producing prolonged amnesia. 
Some obstetricians prefer barbiturates in early labor 
and use small doses as soon as labor is definitely 
established. In the primigravida repeated admin- 
istration may be necessary, depending on the rapid- 
ity of labor. It is not desirable, however, to con- 
tinue administration of barbiturates in large doses 
throughout the course of labor, since the fetus often 
exhibits a marked cumulative effect at birth. 
Meperidine hydrochloride, too, should be used in 
limited quantities; it is our impression that not 
more than 200 mg. should be administered through- 
out the average labor. 


Rectal Anesthesia 


The third method of anesthesia that we suggest 
is that of colonic ether. This method has been 
found to be particularly efficacious in dealing with 
the extremely apprehensive patient, and because of 
the small dosage which may be prescribed, it car- 
ries with it a high safety factor. Our practice is to 
administer pentobarbital sodium in doses of 1% to 
3 gr. Cabout 0.1 to 0.2 Gm.) by mouth at intervals 
of two or four hours until the patient is definitely 
affected by the drug. As the uterine contractions con- 
tinue and the cervix becomes dilated to 3 or 4 cm., 
an enema of ether and olive oil is administered, 
McCormick’s device being used. The rectal tube 
holds 1 fluid ounce Cabout 30 cc.) of olive oil, and 
the cylinder of the device has a capacity of 4 fluid 
ounces (about 120 cc.). In it is placed a mixture 
of 2 fluid ounces (about 60 cc.) of ether and 2 
fluid ounces of olive oil, to which is occasionally 
added a small amount of paraldehyde. After the 
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Figure 2. Abdominal wall block. A. The sites of injection; 
a to b, from the xiphoid process to the lateral border of 
the rectus muscle and, b to c, along its edge to a point 
about 2 fingerbreadths below the level of the umbilicus. 
This block can be used on the right side for a right rectus 
incision, but for an incision in the median line, bilateral 
block must be done, a to b to c and a to b' to c’. For most 
operations in the upper portion of the abdomen, regard- 
less of where the incision is, bilateral block should be 
done. An injection from over the ensiform process of the 
sternum for a distance of 3 fingerbreadths, and penetrat- 
ing from skin to bone, is carried out regularly because, in 
some cases, the incision may be extended upward as far 
as possible. 


B. Bricked-shaped portion of infiltrated tissue, the super- 
ficial surface of which, a to b, corresponds to the segments 
in A that lie between the small letters as well as to the 
segment in D that lies between the letters b and a. 


C. Sagittal section of the tissue represented in B and D. 
The needle (80, 100, or 120 mm. usually) is shown in 
five positions. It is inserted in position 1, intradermally 
(CD) and subcutaneously, almost its whole length. The 
solution is injected as the needle is advanced; that is, an 
attempt is made to inject the solution ahead of the needle. 
At least 2 cc. of solution is injected in each position. 
Thus, a 10 cc. syringe may contain enough solution to 
block a small, brick-shaped portion of tissue, a lateral 


and cross 


/ section 


view of which is shown in B. The amount of solution in- 
jected in the first position depends, however, on the length 
of the needle. Sometimes 10 cc. is required if the needle 
is 120 mm. long. The needle is partially withdrawn from 
position 1, until its point approaches wheal w. It is then 
reinserted obliquely in position 2, so that the point of the 
needle penetrates the superficial fascia of the muscle but 
does not perforate the parietal peritoneum, and 2 or 4 cc. 
of solution is deposited in the muscular layer where the 
terminal branches of the intercostal nerves lie. The same 
procedure is followed in positions 3, 4+, and 5, Such brick- 
shaped blocks, arranged in various patterns, result in vari- 
ous types of field block. The needle in C is the same as 
that shown in E. 


D. The skin is blocked; needle and solution are in place. 
It is this stretching of the skin in all directions which 
produces good surface anesthesia, and failure to produce 
such stretching is frequentiy the cause of unsuccessful 


block. 


E. Cross-section of tissue represented in B and D. The 
intercostal and other nerves to be blocked, that terminate 
in the abdominal wall, are shown in heavy black lines. 


The illustrations used in this article are from ]. S. 
Lundy, Clinical Anesthesia; A Manual of Clinical Anes 
thesiology, by permission of the publishers, W. B. 
Saunders Company, Philadelphia. 1942. 
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solution has been placed in the cylinder, it is run 
into the rectum immediately after a uterine con- 
traction. Generally, the patient is asked to lie on 
her left side previous to its administration, and she 
is cautioned not to expel the solution. The com- 
pleteness of the anesthesia will be noted in a few 
minutes by observing the smell of ether on the 
patient’s breath. We have found that when the 
ether and olive oil are used in these proportions, 
the patient will sleep for about three to four hours, 
and may be carried to the point of delivery. 
Pentothal sodium may be used as a rectal anes- 
thetic agent. One uses 3 Gm. in 30 cc. to make 
a 10 per cent solution and administers 0.2 cc. per 


pound of body weight as a maximal dose. More 
than 3 Gm. in 30 cc. should never be given, and 
that should be administered only in divided doses. 

The principal benefit in the use of rectal anes- 
thesia is that the amount of other anesthetic agents 
that may be necessary is reduced. With a drug 
given by rectum to a point where a definite effect 
is produced, one sometimes can carry on with the 
addition of local anesthesia with a minimal amount 
of ether by inhalation. 

It is clear that seldom would one have the time 
and patience to use a combination of methods such 
as has been mentioned here, but it is quite pos- 
sible to use them if the proper occasion arises. 


DEXTRAN IN SHOCK 


Accorp1nc to researches by Joseph S. Wilson and his colleagues at Atlanta, Dextran can be an 
excellent plasma substitute for transfusions. It is probable now that it can be stock-piled for use 
in event of any large-scale disaster. Other men have been reporting favorably on the use of this 
substance. 


CANCER TREATMENT 


Durinc the last nine years research workers have known that the nitrogen mustard methyl-bis 
(beta-chloroethyl) amine CHN2) has a decided effect in slowing the growth of malignant 
lymphomas and inoperable carcinomas of the bronchi. It is also effective in the treatment of 
certain blood dyscrasias. 

Since this discovery was made, many new “mustards” have been synthesized, and now a new 
one called TEM or tri-ethylene melamine (2,4,6-triethyleneimino-s-triazine) has been found. 
This drug was synthesized in Germany to improve the finish of rayon fabrics. 

Now it is found that the drug has a decided effect on cancer cells, so much so that it may prove 
to be useful in at least the palliative treatment of cancers. Unfortunately, it depresses the func- 
tions of the bone marrow. 

The hopeful fact is that a drug has been found which can now be modified in a hundred 
ways in the hope of finding a better substance. 


VERATRINE IN HYPERTENSION 


At A recent meeting of the American Federation for Clinical Research, S$. W. Hoobler reported 
the use of Protoveratrine in hypertensive disease. He said it helped the headaches and mental 
confusion, and lowered the blood pressure so long as the patients kept taking it. 

The troubles with it were similar to those encountered with all veratrine preparations: the 
margin between the effective dose and the highly toxic doses is too narrow for safety. Under 
the circumstances the drug must be used only on hospitalized patients whose progress can be 
watched all the time. 
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BY EDWIN MATLIN, M.D. 


Mt. Holly Springs, Pennsylvania 


As greater recognition is given to physical medicine, the general practitioner will find 


diathermy a useful adjunct in his practice. Because the dosage of micro-wave diathermy can be 


accurately measured and controlled, because it is easy to apply, and because the patient need not remain 


Diatuermy has proved to be effective in relieving 
pain caused by sprains, infections, and inflamma- 
tions of the muscles and joints. Medical diathermy 
utilizes a high frequency current which produces 
heat in the tissues. The frequency of the current 
should be high enough to avoid stimulating the 
nerves and muscles. The intensity should be suf- 
ficiently low so that the temperature developed 
does not destroy or impair the vitality of the 
tissues. 

There are three forms of medical diathermy: 
long wave, short wave, and microwave. They are 
all similar in that they produce heat in the tissues, 
which relieves pain. When heat is applied in suf- 
ficient quantities to raise the temperature of body 
tissues, the capillaries are dilated, the tissue metab- 
olism is accelerated, the exchange between blood 
and tissues is enhanced, and phagocytosis is in- 
creased. There are efficient methods of applying 
superficial heat, but diathermy produces the deep- 
est local heat. 

Micro-wave diathermy was first reported in the 
literature in 1947 and it is with this form of dia- 
thermy that this paper deals. During the year that 
I have used it in my office, it has proved a valuable 


motionless during treatment, it has advantages over long-wave and short-wave diathermy. 


adjunct in offering a convenient form of heat ther- 
apy. Micro-wave diathermy utilizes ultra short 
waves which are produced by a magnetron tube. 
The machine comes equipped with three directors, 
which are limited in size and in the scope of ap- 
plication, but it offers distinct advantages in time- 
saving application. It is capable of satisfactorily 
heating a shoulder, an elbow, back, sprains and 
strains of ankles, and other areas falling within a 
9-inch diameter, which is sufficiently large to cover 
practically all applications. 

One of the distinct advantages of micro-wave 
diathermy is its ability to produce heat in the sub- 
cutaneous tissues without unduly heating the skin. 
Another advantage is that it is simple to control 
the dosage, since the output of the machine is con- 
stant and the distance of the director from the pa- 
tient can be measured. In the matter of application, 
efficient treatment by micro-wave diathermy does 
not require the extensive preparation usually asso- 
ciated with other forms of diathermy. 

During treatment with micro-wave diathermy, the 
patient is not required to remain motionless. Re- 
gardless of any motion on the part of the patient, 
the equipment remains in operation at all times 
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during the treatment, and its level of efficiency 
does not vary with the patient's restlessness. Thus, 
the patient may be relaxed and comfortable or 
change his position occasionally without disturb- 
ing critical tuning or throwing the machine out of 
resonance. This eliminates the necessity of having 
an attendant constantly present as is required by 
safety and common sense during the use of ordi- 
nary short-wave machines. 

From the standpoint of patient acceptance, the 
first treatment should be started by the doctor who 
tells the ors what is being done and what is 
expected of the machine. Subsequent treatment 
may be given by a technician or an assistant, since 
the operation of this machine is quite simple. Our 
experience to date indicates that a treatment time 
of 15 to 20 minutes is sufficient, as compared to 
the 20- to 30-minute period with short-wave 


diathermy. 


Microthermy for Acute Conditions 


It was noted by Ray, et al. that acute conditions 
of short duration, such as acute bursitis, were more 
amenable to therapy than the chronic disabilities 
and since most of these acute conditions will first 
be seen by the general practitioner, it is important 
that he be die to treat these cases before they 
lapse into the chronic stage. 

One interesting phenomenon was noted in the 
case of a man who was under treatment for bursitis; 
when the treatment was over, the patient volun- 
tarily stated that his toothache was gone. Since no 
mention had been made of the toothache initially, 
not too much attention was paid to this fact, but 
the patient returned the following day wanting 
some heat to the jaw area. Again, it resulted 
relief of pain. Since then, twenty patients have 
been treated for toothache. These patients have 
been referred by dental surgeons who did not wish 
to pull an infected or abscessed tooth. In eighteen 
of the twenty patients, complete relief from pain 
was obtained, lasting from 24 to 36 hours. In sev- 
eral cases of acute, purulent tonsillitis, relief also 


was obtained. 

Despite the fact that users of micro-wave dia- 
thermy are cautioned against excessive heat applied 
to the eve for fear of cataracts, search of the liter- 


ature has failed to show any cases of cataracts pro- 
duced by diathermy. Although excessive heat pro- 
duces cataracts in persons such as glass blowers, 
foundry men, and soaking pit workers, the heat 
necessary to produce cataracts is far in excess of 
what is used in microwaves. It is possible to pro- 
duce cataracts experimentally by raising the dosage 
5 to 8 times above the limit suggested, but at this 
level the heating of the superficial tissues would 
be so great that it would be impossible for the pa- 
tient to stand it. 

Despite these theoretical dangers, one investi- 
gator of the possible harmful effects of microwaves 
has reported that there is no record of danger to 
any human being. An occasional patient stated 
that there was a beating after a short period of 
application. This beating became quite painful and 
throbbing but if the power output were reduced, 
this would disappear. 

In general, the same contraindications to short- 
wave diathermy are to be applied in micro-wave 
diathermy until further clinical experimentation 
has modified them 

One theoretical disadvantage mentioned by in- 
vestigators is the impossibility of subjecting all 
sides of an extremity to heat at the same time, but 
this has been a theoretical rather than an actual 
disadvantage, and I do not consider it an important 
objection. 


Advantages of Microthermy 


The advantages of microthermy compared to 
other forms of diathermy are: 

The dosage of micro-wave diathermy can be 
accurately measured and accurately controlled. This 
is not possible with short-wave diathermy, as gen- 
erally used. 

2. The ease of application and the ease of di- 
recting the beam gives micro-wave diathermy a 
definite advantage. 

3. The greatest comfort to the patient is provided 
for micro-wave diathermy as compared to short- or 
long-wave, for he can move about during the treat- 
ment rather than remain motionless. 

4. When used according to the directions which 
come with the machine, microthermy is a safe 


method of applying heat. 
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The Present Status of ... 


As MANy physicians know, in recent years, much 
effort has been concentrated on the problem of 
synthesizing a drug like morphine. In the Science 
News Letter for February 10, 1951, there is an 
article on the new synthetic called Dromoran. It is 
only three steps, chemically, from being the long- 
sought synthetic morphine. Now, the chemists are 
not much interested in going on to complete the 
synthesis of morphine, because this new drug is 
so much better than the old one. It is not yet on 
the market, but it probably will be before too long 


a time. 


FREQUENT roentgenologic examination of the stom- 
ach is the only method now available for early di- 
agnosis of gastric cancer. Because frequent roent- 
genologic examination of the stomach of the en- 
tire population is far too great a problem for seri- 
ous contemplation, Ivy has proposed limitation of 
the number so examined to those in whom gastric 
cancer is most likely to develop. 

The screening device proposed by which such 
persons are to be found is based on age of the pa- 
tient and gastric acidity. Because 90 per cent of 
gastric cancers occur in persons more than 40 years 
of age, because the gastric contents in approximately 
60 per cent of cases of gastric cancer are achlor- 
hydric, and because a major part of subnormality of 
gastric acidity apparently occurs before cancer de- 
velops, approximately 50 per cent of gastric can- 
cers should develop in those persons more than 40 
years of age who have achlorhydric’ gastric con- 
tents. The group is composed of seven to nine mil- 
lion persons, or that 15 to 20 per cent of the forty- 
seven million persons more than 40 years of age in 
the country today whose gastric contents are achlor- 
hydric; it is in this group that one half of the forty 
thousand gastric cancers from which patients ‘die 
yearly should develop. 

The data on which this plan is based appear to 
leave little doubt that a screening device based on 
age and gastric acidity will delimit a group in 
which the change of gastric cancer developing is 
roughly eight to ten times greater than in the gen- 
eral population. Once defined, the members of the 


Synthetic Pain Killer 


Achlorhydria and Gastric Cancer 


The synthesis of Dromoran was started by a 
German chemist, Dr. Rudolf Grewe, at Gottingen 
during World War II. 

Chemically, the drug closely resembles the syn- 
thetic pain reliever developed by Dr. Lyndon F. 
Small of the U. S. National Institutes of Health. 
Desormorphine is the most powerful _ sedative 
known, but its action is too short for practical use. 

Unfortunately, Dromoran can cause drug addic- 
tion. It seems probable now that this new synthetic 
drug will make it almost unnecessary for the 
United States to import opium from the Orient. 


group may be submitted to frequent roentgenologic 
examinations for the early detection of gastric cancer. 

Operation of such a program of early detection of 
gastric cancer might be considered successful if the 
percentages of resectable cases and of five-year sur- 
vivals among the resectable cases are increased to 
50. Development of this program of screening in 
early diagnosis of gastric cancer on the scale of 
present-day screening for pulmonary tuberculosis 
appears impractical, but each physician may oper- 
ate a screening program among his own patients, 
choosing those with low gastric secretory activity 
for careful periodic clinical scrutiny and roentgeno- 
logic examination of the stomach. Patients with 
achlorhydria, especially those with diffuse atrophic 
gastritis, either idiopathic or in association with per- 
nicious anemia, should be most carefully watched. 

In the same paper, the author states that achlor- 
hydria associated with an apparent lesion of the 
duodenum may at times have a bearing in the prob- 
lem of gastric cancer. Given achlorhydria and a 
roentgenologic report of a duodenal deformity, it 
is always well to remember that the deformity is 
rarely due to an active duodenal ulcer; it is more 
likely due to an old duodenal ulcer, healed long 
ago, to congenital deformity, to postcholecystec- 
tomic adhesions, or even to carcinoma of the pan- 
creas. Most important, the lesion visualized by the 
roentgenologist may not be duodenal, but gastric 
and a Cancer.—(Comfort, M. W.: Ann. Int. Med., 
34:1331, 1945.) 
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GLOMERULONEPHRITIS | 


ACUTE CARDIAC FAILURE 


1. Rapid digitalization 
a. Digitoxin 1-1.4 Mgs. 
b. Oubain .3-.5 Mgs. 


Mgs. 3 to 4 times daily orally 


‘AVIS—10 Craw units Q hours for 3 to 4 doses 


Aminophyllin .2-.5 Gms. i.m. 


ROTOVERATRINE—SO Mgs. @ & hours i.v. i.v.—rectally 


AMON—300 to 600 Mags. in 500 cc. saline, slow drip 


SULF.—.01-.02—-50% solution / kilo. b.i.d.,i.m. 4. Oxygen—tent. 70% 


3 Gms. 2% solution slow drip i.v., b.i.d. 


SEDATION—i.v. barbiturates—rectal paraldehyde 


CHECK BLOOD PRESSURE Gy 


EDEMA 
1. Fluid restriction 
2. Hypertonic glucose 10 to 20% 


3. Low salt .5 Gms. daily 


> 


Aminophyllin—as above— ? HG 


Diuretics 2 ce. daily i.m. SOUTHEY TUBES 


5. Paracentesis 


6. Catharsis 


ars 
acute renal problems 
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Practical Cherapeutics 


MANAGEMENT OF GLOMERULONEPHRITIS 


BY H. A. LINDBERG, M.D. 
Chicago, Illinois 


Homer W. Smiru, in his new book on the kidney, 
reminds us that in 1878 Claude Bernard indicated 
that, although the living organism is situated in an 
external environment, it really lives in its internal 
environment. This is formed by the circulating or- 
ganic liquids which surround and bathe all tissue 
elements. Under normal circumstances, the in- 
ternal environment never varies even though the 
organism's external environment is constantly fluc- 
tuating. The organs which do most to regulate this 
internal environment are the kidneys, and when 
kidney dysfunction occurs, the internal environ- 
ment changes and the organism is in immediate 
trouble. The management of nephritis consists of 
trying to re-establish a normal internal environ- 
ment. 

Even though there is no specific treatment for 
most forms of nephritis, important advances of the 
past twenty years in the bacteriologic, biochemical, 
and physiologic fields, have all given us a better 
understanding of the underlying mechanisms that 
cause kidney dysfunction. Therefore, we are better 
able to correlate the pathologic physiology with the 
symptomatology which, in turn, gives us a more 
rational approach to treatment of the diseases of 
the kidney, although therapy is still symptomatic 
more than specific. 

At present, in order to treat nephritis properly, 
we must first understand the usual course of the 
disease. Acute nephritis is primarily a disease of 
childhood and with good medical care will be com- 
pletely cured in approximately 90 per cent of cases. 
Of the remaining 10 per cent, some will die in the 
acute stage, others will die in a few months in the 
subacute stage, while the rest will become chronic. 
Ten per cent of the patients who develop chronic 
nephritis will go through the stage of a nephrotic 
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syndrome before becoming terminal. Acute nephri- 
tis is a much more serious disease in adulthood. 
Only 60 per cent of patients will completely re- 
cover; about 40 per cent will become chronic and 
progress to terminal uremia. 

Chronic nephritis may be considered to have de- 
veloped any time after four months following the 
onset of the disease. The rate of destruction of the 
nephron and resultant decrease in renal function 
determine the rate at which the patient approaches 
uremia. This may mean weeks, months, or many 
years. The course of nephritis is best explained by 
the graph on page 73. 

1. If a patient with acute nephritis does not re- 
cover but continues to show signs of active inflam- 
mation of the kidneys after four months of com- 
plete bedrest, he is considered to have entered the 
subacute phase and death will probably occur 
within a year. 

2. Latent nephritis is manifested by albuminuria, 
hypertension, or both, usually with a negative 
urinary sediment. 

3. Smoldering nephritis reveals low-grade activ- 
ity in the urinary sediment with microscopic hema- 
turia, albuminuria, hyaline and finely granular 
casts, with or without hypertension. 

4. Recurrent nephritis is a form of chronic ne- 
phritis manifested by exacerbations which simulate 
the acute disease. Fever, albuminuria, hematuria, 
cellular and coarsely granular casts, associated with 
transient hypertension, either accompany or im- 
mediately follow an upper respiratory infection. 
These findings may last only three to four days, 
after which recovery is apparently complete. 

5. The nephrotic syndrome may occur at any 
time during the course of nephritis. It is always 
manifested by heavy proteinuria and edema. If it 
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H. A. Lindberg, M.D., 


is Assistant Professor of Medicine at Northwestern University Medical School, and from 
1946 until 1950, he was Head of the Renal Vascular Clinic. Dr. Lindberg received post- 
graduate training at the Peter Bent Brigham Hospital in Boston, and was an Instructor 
in Medicine and Postgraduate Medicine at Northwestern from 1940. to 1942. At the 
present time, he is engaged in research work in hypertension and nephritis. 


occurs shortly after the acute stage of the disease, 
the urinary sediment will contain red cells and 
coarsely granular casts in addition to the lipoid 
bodies of the nephrotic stage. It may, on the other 
hand, develop only after the advanced stages of 
chronic nephritis have been reached. In this event, 
the urinary sediment may show no activity, but 
renal function is minimal and the specific gravity 
of the urine is fixed at low levels. Between these 
extremes, renal function may be normal, urinary 
sediment negative, and no hypertension present. In 
other words, the nephrotic syndrome may best be 
considered as a phase which is superimposed upon 
the already underlying renal dysfunction. 

6. Chronic nephritis is manifested by anemia, 
marked reduction in renal function, progressive 
clevation of nitrogenous waste products, hyperten- 
sion, and a urine of low, fixed specific gravity. 
The urinary sediment may or may not show finely 
granular and hyaline casts. 

Now that the course of the disease has been de- 
fined, it is well to confine our discussion to the 
most important phases during which strenuous 
medical attention is necessary. These are: 1) the 
early acute stage; 2) the stage of recurrent exacer- 
bation; 3) the nephrotic syndrome; 4) the ambu- 
latory chronic nephritis; and 5) the stage of uremia. 


Acute Nephritis 


Recovery from acute nephritis depends upon 
the immediate medical care, regardless of the se- 
verity at the onset of the disease. Successful treat- 
ment depends upon the following factors, accord- 
ing to Murphy: 1) Recognition of the possibility 
of the disease after acute tonsillitis, particularly 
insidious symptoms such as headache, fatigue, and 
loss of appetite; 2) Treatment of the patient and 
not the kidneys alone; primarily rest and diet; and 
3) Treatment of acute emergencies as thev arise 
during the early phase of the disease. 


The onset of acute nephritis may be sudden 
and dramatic with gross hematuria, edema, and 
hypertension; or it may be so insidious that the 
minor symptoms of fatigue and_listlessness are 
easily overlooked. In the latter case, the disease is 
discovered only if frequent urine examinations are 
made following upper respiratory infections. 

In either event, control of the primary infection 
or focus of infection is of utmost importance. It is 
now well established that most cases of acute ne- 
phritis give clinical evidence of an antecedent or 
concomitant hemolytic streptococcal infection. In 
75 per cent of these cases, hemolytic Streptoccocci 
can be cultured directly from the nasopharynx; and 
in those cases from which direct cultures are nega- 
tive, 94 per cent will contain a sufficiently high 
antistreptococcal titer in the serum to indicate a 
recent streptococcal infection. 

From a standpoint of prophylaxis, all patients 
with streptococcal infection should be vigorously 
treated with sulfonamides, penicillin, or other anti- 
biotics. It is important that an upper respiratory 
infection be kept under strict control and that any 
focus of infection which may harbor hemolytic 
Streptococci be eradicated. The nasopharynx with 
its islands of lymphatic tissue is a particularly potent 
focus. If streptococcal infection is at all suspecied, 
nose and throat cultures should be made at fre- 
quent intervals, and the patient should not be re- 
leased from medical observation until the cultures 
are known to be negative and repeated urine ex- 
aminations have failed to reveal any activity for 
at least four weeks following recovery from the 
primary infection. This will make certain that ne- 
phritis, even in its mildest form, has not followed 
the infection. It is important to look for foci of 
infection not only in such areas as the tonsils, 
teeth, sinuses, and adenoid regions, but also in 
the genitourinary tract. In women particularly, 
cystitis, bladder neck obstruction, and urethritis are 
common foci, frequently overlooked. A complete 
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genitourinary tract study is advocated in every case 
in which there is a possibility of inflammation of 
the genitourinary tract, even though it may appear 
that the patient is suffering from acute glomerulo- 
nephritis. 

When foci of infection are removed, it does not 
mean necessarily that the course of the nephritis 
which has already begun will be altered or even 
that exacerbations will be prevented. Rapaport 
and Waltz gave sulfonamides to thirty-three chil- 
dren with acute nephritis and compared them with 
forty-four untreated cases. Even though the throat 
cultures which were positive became negative in 
the treated group, the course of the disease was 
identical in both groups. Michael has pointed out 
that tonsillectomy does not prevent the disease, 
modify its course, or prevent recurrence. He notes 
several series in which tonsillectomy in particular 
did not in any way modify the course of the dis- 
ease and in some cases may have precipitated an 
acute attack. 

The nephritis state, like the rheumatic state, 
seems to have a familial tendency, and the physi- 
cian should be alerted to this possibility in chil- 
dren of families who seem to be susceptible to in- 
flammation of the cardiovascular system. 


Active Treatment 


Once a diagnosis of acute nephritis is made, vig- 
orous medical treatment may be necessary. The 
patient with acute nephritis is suffering from a 
generalized systemic disease, the gross manifesta- 
tions of which are in the kidney, particularly in 
the glomeruli. When the kidneys are acutely in- 
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flamed, they must be placed at as complete rest 
as possible. This means absolute quiet until the 
urine has cleared and there are no further signs 
of hematuria, cellular casts, or debris. In addition, 
the sedimentation rate should be normal and, if 
possible, the throat culture negative for hemolytic 
Streptococci. 

The diet is designed to relieve the kidneys of as 
much work as possible. During the first week, all 
protein is eliminated, and nutrition is maintained 
with concentrated carbohydrates, such as sweet 
ened fruit juices and jelly sandwiches. The end- 
products of carbohydrate metabolism are mainly 
carbon dioxide and water, which to a great extent 
are eliminated by way of the respiratory system. 
During the second or third week of the disease, a 
minimal amount of protein is cautiously added to 
the diet. This amounts to 0.5 Gm. per kg. for older 
children and adults and 0.75 Gm. per kg. for 
vounger children. The total amount of protein that 
is lost daily in the urine is taken into considera- 
tion, and a like amount is added to the protein 
intake. Quantitative protein loss is easily deter- 
mined by the simple Esbach technique. During the 
acute phase of the disease, the daily protein loss 
will not exceed 5 or 6 Gm. 

Even though there may be clinical evidence 
that the patient with acute nephritis apparently 
recovers just as rapidly and completely on a high 
protein diet as on a low protein diet, we feel that 
the latter method is best, in light of the known 
pathology. The kidneys are acutely inflamed, edem- 
atous, and congested, as a result of which, renal 
circulation is markedly diminished. Therefore, 
anuria, nitrogen and phosphorus retention, and 
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hypertension remain as an ever present threat to 
recovery of the patient. Such threats can best be 
eliminated by not overburdening the kidneys with 
unnecessary protein intake. Vitamin-B complex 
should be given while the patient is taking a low 
protein diet. 

The second most important factor in the diet is 
the fluid intake. Because of the generalized vascu- 
lar disease with the tendency toward vasoconstric- 
tion, increased capillary permeability, hypervolemia, 
and threatened cardiac failure with hypertension, 
the intake of excessive fluid should certainly be 
avoided. It is best to give only that amount of 
fluid which can be accounted for by insensible 
water loss plus that amount lost in the urine dur- 
ing the preceding twenty-four hours. During the 
first four or five days, liquids should be restricted 
to about 800 cc. a day; this amount is gradually in- 
creased as diuresis occurs. 

Besides restriction of protein and fluid, the sodi- 
um intake during the acute phase of the disease 
must be minimized to values between 200 and 300 
mg. daily. Salt or sodium in any form cannot be 
allowed in the diet. 

Complete bedrest is continued for one to four 
weeks, depending upon the inflammatory activity 
in the kidney, as shown by the urinary sediment. 
As the character of the sediment improves, more 
activity is allowed, and the diet is increased to 
meet the standards of adequate nutritional require- 
ments. This includes the allowance of 1 to 1.5 Gm. 
of protein per kg. 

Any recurrence or exacerbation of inflammation, 
as indicated by reappearances of cellular casts or 
hematuria or by changes in the sedimentation rate, 
requires further bedrest. Such a regimen is man- 
datory for at least four months. If by this time 
there is no change in the urinary findings, the 
disease is considered to be in the subacute phase, 
and no further benefit can be gained by keeping 
the patient at bedrest, provided, of course, that 
one is satisfied that all foci of infection have been 
eliminated and are no longer provoking renal 
disease. 


Emergencies During Acute Nephritis 


The three cardinal emergencies which may arise 
during acute nephritis must be treated vigorously 
and adequately. The first is hypertension and con- 
vulsions. If the blood pressure continues to in- 
crease, hypertensive encephalopathy must be antic- 
ipated. This is treated by giving magnesium sul- 


fate orally, intramuscularly, or intravenously. Oral- 
ly, 15 to 30 cc. is given as a 50 per cent solution 
3 times daily when the blood pressure goes above 
130/85 in children or 150/100 in adults. If the 
blood pressure exceeds 150/100 and cerebral symp- 
toms appear, magnesium sulfate may be given in- 
tramuscularly as a 50 per cent solution (1 to 2 mg. 
per kg.), or 3 Gm. of magnesium sulfate added 
to 150 cc. of 5 per cent glucose solution may be 
given slowly by vein twice a day. An attempt is 
made to maintain a therapeutic blood level of 5 
to 6 milliequivalents of magnesium sulfate, which 
is two to three times the normal level of 1.5 milli- 
equivalents. However, the clinical control can be 
as satisfactory a guide as the blood level. 

Formerly, there was too much tendency to ad- 
minister magnesium sulfate intermittently, after 
which the blood pressure would soon return to its 
previous high levels. The drug should be given 
at regular intervals, two to three times daily, thus 
continuously maintaining a lowered blood _pres- 
sure until all cerebral symptoms have disappeared 
and the hypertensive crisis has passed. It must be 
remembered that magnesium sulfate may cause 
respiratory depression which can be counteracted 
with intravenous calcium gluconate. 

When convulsions are not controlled by the 
magnesium sulfate, sedatives, usually barbiturates, 
may be necessary either intravenously or rectally. 
Veratrum drugs such as Veriloid or Veratrone by 
mouth, or Protoveratrine intravenously, will some- 
times control hypertensive crises for 6- to 8-hour 
periods and are extremely useful in the presence 
of threatened convulsions. They are contraindi- 
cated when there is azotemia. 

Anuria or oliguria is the second emergency. 
Fluid must be limited to no more than 800 cc. of 
sweetened fruit juice a day, and if this is not tol- 
erated orally, intravenous fluids may be used in 
the form of 5 to 10 per cent glucose solution. 
Whether or not other minerals are added to the 
glucose solution depends upon the state of acid-base 
equilibrium. In the presence of acidosis, either 5 
per cent sodium bicarbonate solution or sixth molar 
sodium lactate solution may be used. Chlorides 
are given only if there is evidence of hypochlo- 
remia or marked chloride loss in the urine. The 


-use of these solutions is dangerous when there is 


any tendency toward cardiac failure, because acute 
pulmonary edema may result. 

The third emergency is acute cardiac failure for 
which digitalis or an equivalent is given in full 
doses over an 8- to 24-hour period. More rapid 
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digitalization is seldom necessary. The use of digi- 
talis may be supplemented by aminophylline, 
given either intravenously or as a rectal supposi- 
tory. Coramine, like aminophylline, when given in 
2 cc. doses either orally or, if necessary, intrave- 
nously at bed time is particularly helpful in pre- 
venting attacks of paroxysmal nocturnal dyspnea. 
The use of the oxygen tent is highly desirable in 
the presence of cardiac failure. 

ACTH and Cortisone have no place in the treat- 
ment of acute nephritis, according to present 
knowledge. 

When the patient recovers completely from the 
acute stage of nephritis, no further dietary restric- 
tions are necessary. Protein restriction is continued 
only as long as there is any tendency toward nitro- 
gen retention, while sodium restriction is continued 
if there is transient morning edema or persistent 
hypertension. Activity is increased gradually over a 
period of several months in order to avoid a recur- 
rence or exacerbation of the disease. Chilling and 
upper respiratory infections should be avoided as 
carefully as possible. 

Even though many observations have indicated 
that patients with healed glomerulonephritis seem 
to be immune to new attacks of the disease, the 
physician should be aware of the possibility of 
acute exacerbations. Sometimes a hemolytic strep- 
tococcal infection will not cause trouble in a pa- 
tient who has previously had nephritis. Again, 
there may be transient hematuria which represents 
a simple, hemorrhagic glomerulitis accompanying 
such an infection. Occasionally, however, there will 
be a true acute exacerbation which follows the 
streptococcal infection within 1 to 4 days and lasts 
only a short period of time. Even though the at- 
tack appears to be mild, it may mean progressive 
destruction of kidney substance. 

If the patient recovers from acute nephritis but 
continues to show constant albuminuria or an ele- 
vated blood pressure, he is considered to have the 
latent form of chronic nephritis. During this stage 
no treatment is indicated except for periodic exam- 
inations. Renal function tests should be performed 
regularly every six months so that the progress of 
the disease can be noted and necessary steps taken 
to avoid any further complications. 


The Nephrotic Syndrome 


Massive protein loss in the urine during the 
course of nephritis will lead to the nephrotic syn- 
drome. Protein loss is due to increased permeabil- 
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ity of the glomerular membrane and also, accord- 


_ ing to Addis, failure of the tubules to absorb pro- 


tein which is normally present in the glomerular 
filtrate. In the nephrotic syndrome the daily pro- 
tein content of the urine varies from 4 to 30 Gm. 
When the serum albumin value drops below the 
critical level of 2.5 Gm. per cent, massive edema 
develops. There will be an attendant elevation of 
serum cholesterol values to as much as 600 to 1,300 
mg. The other findings in the urine or blood will 
depend upon the extent of the underlying kidney 
dysfunction. There is a decreased ability of the 
kidneys to excrete sodium and water, as well as 
failure on the part of the organism to synthesize 
ingested protein. 

The control and treatment of the edema of 
nephrosis is at times most exasperating and de- 
mands all of the clinician's acumen. The nephrotic 
state is characterized by spontaneous remissions 
which make it difficult to evaluate any therapy, 
unless the response to that therapy is direct and 
dramatic. 

The nephrotic patient though physically uncom- 
fortable is usually not acutely ill. Therapy is di- 
rected toward correcting the edema and improv- 
ing nutrition. A diet containing less than 0.5 Gm. 
of sodium daily might be ideal, but it is difficult 
to attain and make palatable, particularly for chil- 
dren. A diet containing less than 1 Gm. of sodium 
daily is a good compromise and can be attained by 
using salt-free bread, butter, and milk, and by re- 
boiling fresh vegetables as well as restricting all 
known salt from the diet. In restricting the sodium 
ion, one must remember to restrict not only salt 
but also such things as sodium bicarbonate. Too 
often patients will eat soda crackers and baking 
powder biscuits without realizing that these foods 
have a high sodium content. 

Next to sodium restriction, the nutritional aspect 
of the diet is of prime importance. Even though 
an important factor in edema formation is the 
lowered osmotic pressure resulting from hypoal- 
buminemia, methods to control this defect are for 
the most part disappointing. Nevertheless, a high 
protein diet is indicated, and although it will not 
increase the total protein in the blood, it will help 
maintain a positive nitrogen balance. 

The hypoalbuminemia of the nephrotic syndrome 
is now thought to be due to two factors. 

The first factor is that of excessive protein loss 
in the urine, the reasons for which have been pre- 
viously given. The second factor is that of faulty 
protein metabolism, believed to be the result of a 
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failure by the liver to synthesize ingested proteins. 
In effect, the associated liver dysfunction and renal 
dysfunction of nephrosis make up a true hepato 
renal syndrome. Therefore, an excess of protein in 
the diet, as originally advocated by Epstein, is not 
utilized and is excreted as rapidly as it is ingested. 
A protein diet of | Gm. per kg. in adults or 1.5 
Gm. in children, plus that amount lost each day in 
the urine, is sufhcient. It makes no difference 
whether animal or vegetable protein is used. Pyri- 
doxine has been found to be helpful in converting 
a negative to a positive nitrogen balance when 
given as a dietary supplement in doses of 50 mg. 
daily. 

In addition to the dietary factors which are used 
to control the edema, the usual mineral diuretics 
may be tried. Ammonium chloride—4+ to 10 Gm. 
a day—may be given, providing the patient is not 
approaching acidosis. It is given as an_ enteric- 
coated tablet and should be taken 4 out of 7 days 
for best results. 

An extremely effective, but often neglected, di 
uretic agent is powdered urea. It can be used in 


all cases in which the blood urea nitrogen is not 
elevated, even though the use of the drug may 
temporarily increase the blood levels to more than 
20 mg. per 100 cc. The unpleasant taste of urea 
can be easily disguised by dissolving a tablespoon- 
ful of the powder in a small glass of orange juice. 
After the mixture is swallowed, a small glass of un- 
adulterated orange juice will remove any lingering 
taste of urea. It can be given in doses of 45 to 90 
Gm. daily, as tolerated by the patient. The results 
are best if the fluid intake is minimized when 
urea is given. 

Amino acids when given orally are converted to 
urea and may occasionally cause diuresis. Like 
protein, however, they are no help in increasing 
the blood albumin. When used intravenously, they 
do have an important role in the treatment of the 
nephrotic crisis which occurs in children. Accord- 
ing to Farr, this complication is heralded by a sud- 
den rise in temperature to 104 degrees with nausea, 
vomiting, prostration, and peritonitis. The plasma 
amino acid nitrogen drops below 2.5 mg. per 100 
ce. The mortality rate is high and vigorous treat 
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ment is necessary. This includes the use of anti- 
biotics and the intravenous injection of 10 per 
cent protein hydrolysate solution at a rate of 0.75 
Gm. per hour, until the amino acid level is above 
2.5 mg. or until the temperature has returned to 
normal. 


Increasing Plasma Osmotic Pressure 


The logical approach to the treatment of the 
edema of nephrosis is to increase the plasma os- 
motic pressure, if possible. Ideally, this might be 
done by replacing the depleted albumin fraction. 
As previously stated, oral protein or amino acid 
therapy is useless in this respect. The most physio- 
logic intravenous substance is concentrated human 
albumin of low salt content. This is dificult to 
obtain and terrifically expensive. It does, however, 
temporarily increase the plasma osmotic pressure. It 
is excreted unchanged in the urine over a period 
of 3 to 4 days. Approximately 50 to 75 Gm. of 
albumin daily is necessary to promote a good di- 
uretic response. 

Albumin is occasionally ineffective because it 
is diluted by the edema fluid, and thus the os- 
motic pressure is not increased by a sufficient level 
to promote diuresis. At times it may be necessary 
to remove edema fluid mechanically, either by 
using Southey tubes in the edematous extremities 
or by pleural or abdominal paracentesis. This re- 
moval of the edema fluid will obviate the dilution 
factor and insure adequate blood concentrations 
when albumin is given. 

Because of the expense of intravenous albumin, 
other methods of increasing the plasma osmotic 
pressure are to be considered. Intravenous gelatin 
preparations have been occasionally effective and 
do not seem to be toxic when used over a short 
period of time in doses of 50 Gm. daily. Blood and 
blood plasma are not effective agents because of 
the dilution factor and their high sodium content. 
Gum acacia should never be used to increase the 
osmotic pressure because of its detrimental effect 
on the liver. 

Although ACTH and Cortisone are not effec- 
tive in the treatment of acute and subacute nephri- 
tis, their use in the nephrotic syndrome is much 
more encouraging. Farnsworth treated fourteen 
cases of nephrosis with ACTH; she was able to 
produce complete remission in two cases and a par- 
tial remission in the rest. Thorn treated four pa- 
tients with ACTH for periods of two to seven days 


and noted a marked diminution of proteinuria and 
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edema in three cases. Early in the course of the 
treatment the patient often gained weight, and 
proteinuria increased. Diuresis occurred, however, , 
when the drug was discontinued. The drug appar- 
ently acts by affecting the tubular excretion and 
reabsorption of several metabolic products, includ- 
ing the sodium ion. 

Other observers have had similar experiences 
with ACTH and Cortisone in the nephrotic syn- 
drome. Much more experience and observation 
over a longer period of time are necessary before 
any definite statement can be made concerning the 
final effect of ACTH and Cortisone on a nephrotic 
kidney. 

Finally, a word must be said about the use of 
mercurial diuretics in the nephrotic syndrome. Pri- 
marily, mercurial diuretics are most effective in the 
edema of cardiac decompensation when there is no 
renal damage, and although there is no proof that 
they are actually harmful to the nephrotic kidney, 
they should be used cautiously, giving a small 
daily dose intramuscularly and never intravenously. 
These patients are particularly susceptible to the 
toxic effect of the mercury on the heart as well as 
the kidney. Three out of four patients whose sud- 
den deaths resulted from mercurial poisoning, as 
reported by us in 1944, were nephrotic patients in 
whom mercury has been administered intrave- 
nously. 

The natural course of the nephrotic syndrome 
is one of repeated remissions and exacerbations. 
Complete recovery occurs occasionally, but more 
often there will be a steady progression into the 
stage of chronic nephritis. This is characterized by 
a marked decrease in the proteinuria and a dis- 
appearance of the edema. The blood proteins tem- 
porarily return to normal. Such apparent improve- 
ment, however, is accompanied by a_ progressive 
diminution in renal function, and finally, the ter- 
minal phases of chronic nephritis and uremia are 
reached. 


Chronic Nephritis and Uremia 


The transition from the latent or degenerative 
stage of nephritis to the terminal stage is usually 
gradual and not dramatic. It is sometimes possible 
to maintain the preuremic or even the uremic pa- 
tient for many months or years on an ambulatory 
basis until the time when the last stages of renal 
failure occur. 

The course of frank, clinical uremia is at times 
unpredictable and even reversible, so that close at- 
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tention to details of management may allow the in- 
dividual to recover and continue a useful life for 
many months longer than might be anticipated. 

For the ambulatory uremic patient, diet and fluid 
intake are again the two most important factors. It 
is necessary to reduce the daily protein intake to a 
maximum of 0.5 Gm. per kg., plus that amount of 
protein necessary to prevent catabolic breakdown of 
body tissue. 

The protein content of the low protein diet is 
best kept meat-free insofar as possible. By doing so, 
there can be a wider latitude in the choice of other 
protein-containing foods. It is wise from the stand- 
point of the patient's morale to allow meat occa- 
sionally and at the same time to reduce the amount 
of other animal or vegetable protein. A high ca- 
loric, high carbohydrate diet containing concen- 
trated sweets is necessary. The fluid intake is main- 
tained at high levels as long as the urine output 
is satisfactory. As much as 3,000 to 4,000 cc. of 
fluid a day may be needed to minimize azotemia; 
this may be given either in the form of water or 
carbonated beverages. 

The anemia of uremic nephritis is progressive, 
is proportionate to the degree of azotemia, and is 
due to toxic suppression of bone marrow. It does 
not respond to routine therapeutic measures, such 
as iron, liver, or vitamin B,,. The latter may give 
a temporary increase in the sense of well-being. On 
the other hand, the anemia can be extremely 
troublesome, causing marked weakness, dyspnea, 
and even angina. It is best corrected by frequent, 
small, whole blood transfusions of not more than 
250 ce. daily for 3 to 4 days, or by the use of con- 
centrated red cells which have been separated from 
plasma and resuspended in normal saline. Con- 
centrated red cells contain very little protein in 
solution which might add to the azotemia, and 
they will markedly improve the anemia without 
overburdening the circulation. Transfusions may be 
repeated as often as indicated for relief of symp- 
toms or until they tend to produce severe reactions. 

The acidosis of an ambulatory uremic patient 
is mainly due to an increase in the sulfate and 
phosphate ions and is primarily helped by an ade- 
quate fluid intake. A diet low in phosphorus as 
well as protein will partially control the acidosis. 
Uremic acidosis often produces nausea and vomit- 
ing, a tendency which is further aggravated by 
the inability of the kidney to excrete fixed bases. As 
a result, ammonia which is no longer excreted by 
the kidney is excreted by way of the intestinal 
tract, where it is irritating. When nausea and vom- 


iting are severe, parenteral fluids are indicated. If 
oral therapy can be tolerated, calcium lactate may 
help reduce the acidosis. Both sodium bicarbonate 
and sodium lactate, either orally or intravenously, 
will rapidly alkalinize the patient, and may be 
used provided there is no edema or cardiac strain. 

Sedation is important in the control of the ambu- 
latory azotemic, because he is likely to be restless 
and annoyed by muscular twitchings. Intravenous 
calcium salts are indicated when muscular twitch- 
ings are due to low serum calcium concentrations. 
Quinine sulfate in 10 gr. doses at bed time may 
help. Short-acting barbiturates, such as Seconal, 
are probably the best tolerated sedatives. Paralde- 
hyde is an excellent sedative, but is not too well 
tolerated when given orally if the patient has nau- 
sea. It may be given rectally in doses of 15 to 30 
cc. mixed with a starch solution as a retention 
enema. It is the least harmful of all sedatives. 

Occasionally, the uremic patient suffers from 
severe diarrhea. When this occurs, mineral and 
fluid balance must be carefully supervised. Intra- 
venous fluids should be given at the first signs of 
dehydration or acidosis. Delay may mean irrevers- 
ible uremic acidosis. Diarrhea occurs when the 
bowel attempts to excrete ammonia and urea. By 
changing the normal bacterial flora of the bowel, 
these substances can be metabolized and made in- 
nocuous, thus alleviating the symptoms. For this 
purpose, acidophilus milk is given. This is in ad- 
dition to the usual methods of controlling diarrhea 
with opium, codeine, bismuth, or Kaopectate. 

Patients with azotemia, anemia, and hyperten- 
sion often develop cardiac failure. This is extremely 
troublesome and adds to the underlying uremia, 
making the patient's condition worse and demand- 
ing hospitalization. 

Even though cardiac failure does not occur, and 
in spite of the most careful ambulatory manage- 
ment, the stage of terminal uremia eventually is 
reached, and only hospitalization and constant 
nursing care will alleviate the patient's distressing 
symptoms. It is surprising, however, how often a 
patient, thought to be terminal, will have a re- 
versal of his uremia when treated vigorously. 


Treatment of Uremic State 


The therapeutic aim in the treatment of uremia 
is to relieve the kidneys of the work they are no 
longer able to perform. One should try to replace 
those vital ions that are lost and to remove, inso- 
far as possible, the toxic residues of tissue metabo- 
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lism. According to Odell, the fundamental aims in 
the treatment of the uremic state can be discussed 
under four headings: 

1) Reduction of the extrarenal load on the kid- 
ney. As in the ambulatory uremic patient, only a 
minimal amount of protein is allowed in the diet. 
Some authors believe that minimal protein means 
a daily intake of 12 Gm. or less. Unless 0.5 Gm. 
per kg. is given daily, the patient’s own body pro- 
tein will not be spared, and normal tissue break- 
down will account for the end-products of at least 
this much protein which, in turn, has to be ex- 
creted. Therefore, we feel that an intake of 0.5 
Gm. per kg., amounting to 35 to 40 Gm. of pro- 
tein daily, does not add to the burden of excretion. 
If oral feedings are tolerated at all, they are best 
given in small quantities 5 to 6 times daily. 

A moderate restriction of sodium chloride may 
be necessary in some cases to avoid overloading 
the kidneys even though no edema is present. In 
other cases, large quantities of sodium chloride are 
excreted in the urine and must be replaced in 
order to avoid the added complications of hypo- 
chloremic acidosis. 

The fluid intake prescribed for the uremic pa- 
tient is usually about 3,000 to 4,000 cc. a day. In- 
travenous fluids should be given slowly and with 
caution. Cardiac failure is an ever-present threat 
to the uremic patient, and intravenous therapy 
may not only precipitate cardiac failure but will 
often cause further nausea and vomiting. If large 
quantities of fluid cannot be tolerated either orally 
or intravenously and the urinary output remains 
high, subcutaneous fluids can be given. Now that 
hyaluronidase is available, it may be added to the 
subcutaneous fluid, and because of its ability to 
increase the diffusion rate, it will allow rapid ab- 
sorption of fluid without swelling or discomfort. 
When oliguria is present, fluid therapy cannot be 
forced by any route, and intake should be re- 
stricted to less than 1,500 cc. daily until diuresis 
once again occurs. 

2) Attempt to improve renal function. In some 
instances an increase of fluid intake will in itself 
improve renal function by helping to eliminate 
retained waste products or by improving renal 
blood flow. The choice of parenteral fluid therapy 
is extremely important, and it should be ordered 
daily in light of the ever-changing blood chemistry. 

The basic fluid is 5 to 10 per cent glucose solu- 
tion, supplemented by ions designed to correct aci- 
dosis and alkalosis, as the case may be. The caloric 
value of the intravenous solutions can be increased 
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either by using 20 per cent glucose or by using 
the recently available invert sugar known as Tra- 
vert, which is a combination of glucose and fruc- 
tose. This combination provides twice as much 
available glucose without producing excessive gly- 
cosuria. For a diuretic effect, a hypertonic solu- 
tion of not over 20 per cent is adequate; greater 
concentrations will do no more than this to pro- 
mote diuresis. 

Calcium should be added to the basic glucose 
solution if there is evidence of calcium deficiency. 
One-sixth molar solution of sodium lactate, in 
doses of 500 to 1,000 cc., is given daily if the CO, 
combining power falls below 40 volumes per cent, 
and is continued until the normal level has been 
attained. Sodium chloride is added to the solution 
where there are excessive urinary losses or vomit- 
ing and diarrhea. In the presence of alkalosis, am- 
monium chloride can be given intravenously in 
doses of 1 to 3 Gm. a day. One must remember, 
however, that urea can be synthesized from intra- 
venous ammonium chloride, thus increasing the 
already excessive blood urea levels. In addition to 
hypertonic glucose solutions, a good diuretic effect 
can often be obtained by adding aminophylline, 
0.24 to 0.5 Gm., to a liter of fluid either once or 
twice daily. This not only increases the urinary 
output but may well relieve a troublesome dyspnea 
or angina. 

Blood transfusions may be given as necessary, 
250 ce. daily or on alternate days. Even in the 
terminal uremic state, small blood transfusions may 
occasionally help. If the daily adjustment of in- 
travenous fluids does not promote diuresis, other 
diuretic agents will probably not be effective. 

3) Promotion of excretion by extrarenal routes. 
If the bowels are kept loose by mild purgatives, 
some excess nitrogen may be excreted. Saline ca- 
thartics which contain magnesium sulfate or phos- 
phates are potential hazards and should not be 
used. Cascara or bile salts are helpful cathartics. 
The promotion of excretion by excessive sweating 
is not worthwhile for it causes weakness and severe 
dehydration. Intestinal or peritoneal lavage or the 
artificial kidney are of no avail in the terminal 
uremia of chronic nephritis. 

4) Symptomatic treatment. The patient with 
terminal uremia has many distressing symptoms. 
Some patients become comatose relatively soon; 
others remain conscious for many days before laps- 
ing into the coma immediately preceding death. 
The patient in uremic coma is no longer suffering 
and needs no treatment. The patient who remains 
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conscious may have constant nausea, vomiting, 
pruritus, insomnia, 


and marked debility. Therefore, it is important to 


muscular twitchings, cramps, 
prescribe sedatives freely and in large doses if nec- 
essary. If barbiturates do not relieve him, then the 
opium derivatives should be used. For the pruritus, 
diluted vinegar, bland oils, or antipruritic creams 
may be mn Vomiting may have to be controlled 
— by gastric lavage with sodium bicarbonate 

r by constant Wangensteen suction. 

The treatment of the uremic patient is often dis- 


couraging and exasperating. At times, however, if 
close attention is paid to the daily management, 
the clinician may be rewarded by seeing the uremic 
process reversed and a grateful patient recover to 
live comfortably for a while longer. The eventual 
outcome is death, and although volumes have been 
written in an endeavor to clarify the subject of 
uremia, we still know too little about this symp- 
tom complex and the mechanism of its production 
to treat anything but the symptoms as they arise. 
The final chapters have vet to be written. 


PAS AND TUBERCULOSIS 


Reports are coming in that PAS or para-aminosalicylic acid has been causing troublesome 
conditions in quite a few cases. It produces a tendency to bleeding with a lengthening of the 
coagulation time. It also can produce skin eruptions, polyneuritis, and digestive disorders. In 
many cases the use of the drug has had to be stopped. 


CORTISONE DANGEROUS IN POLIO 


In THE Proceedings of the Society for Experimental Biology and Medicine for December, 1950, 
G. Schwartzman reported that in mice and hamsters Cortisone has a bad effect on experimental 
poliomyelitis. After being given the drug, the hamsters get a particularly violent and uniformly 
fatal type of the disease. ACTH does not produce this effect. 


TERRAMYCIN AND GROWTH 


AccorpiNnGc to Science News Letter tor December 9, 1950, terramycin given to growing pigs 
will put on an extra pound for every six that the pig normally would gain. This antibiotic was 
the most effective of the four drugs tried for the improvement of growth. 


NEW FILTER TECHNIQUE 


Rural communities, lacking the usual laboratory facilities for checking sanitary bacteriology, 
will benefit by experiments with a new kind of membrane filter at the Public Health Service’s 
Environmental Health Center in Cincinnati, Ohio. 

The filter technique improves testing in water bacteriology and cuts down the time of analy- 
sis from a period of days to hours. Larger water samplings may be used with the new technique. 
Because the apparatus is so simple and readily portable, bacteriologists will be able to extend 
their services to outlying areas. 

Mark D. Hollis, Assistant Surgeon General and Chief Sanitary Engineer, in mentioning the 
merits of the process says, “With the filter, it is possible to entrap, cultivate, and identify 
typhoid germs with an ease that contrasts strikingly with the difficulty experienced with analy- 
sis by other methods.” 
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Cips from Other Journals 


Carcinoma of Colon and Rectum 


In a Two-year period, routine use of the sigmoid- 
oscope in a cancer detection clinic led to the dis- 
covery of adenomas of the colon or rectum in 274 


TwO-THIROS OF THE 
CANCERS OF COLON AND 
RECTUM CAN BE DIAGNOSED 
BY THE SIGMOIDOSC OPE 


HALF OF THE CANCERS 
OF COLON AND RECTUM CA 
BE DIAGNOSED BY THE 
FINGER 


Reproduced with permission of the publishers from “Carcinoma of 
the Colon and Rectum” by Claude E. Welch and W. Philip Giddings 
in the New England Journal of Medicine for June 7, 1951. 


out of 2,226 new patients examined (12.3 per 
cent). This experience, reported by Christianson 
and Tenner (Am. J. Surg., Jan., 1951), further 
emphasizes the importance of encouraging general 
use of the sigmoidoscope. 


Progesterone and the Uterus 


J. S. Henry and colleagues reported some studies 
on the contractility of the human uterus (Am. J. 


Obst. & Gynec., Sept., 1950). They said that no 
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one yet knows what causes the pregnant uterus &0 
contract and expel its contents. They could find 
no evidence to suggest that estrogen and proges- 
terone are antagonistic in their effects on the 
uterus. The corpus luteum and the placenta se- 
crete both hormones. The authors felt, therefore, 
that any treatment designed to imitate the func- 
tion of the corpus luteum in calming the uterus 
must include the giving of both estrogen and 
progesterone. 

The authors felt that the uterus which tries to 
expel its contents prematurely is weak, and does 
a poor job of contracting. They thought this means 
that the preparation of the uterine muscle for con- 
traction was incomplete, and that it is not just in- 
hibited by progesterone. 


Dyskinesia of the Ureter 


OccasionaLty, a physician will see a patient with 
a pain which is typically ureteral in character and 
distribution, but in whom repeated urologic studies 
failed to show anything locally wrong. 

In one case studied, a strongly built, unusually 
healthy young woman complained of typical left 
ureteral colic with every menstrual period. Studies 
of the left ureter and kidney failed to show any- 
thing wrong, but a mass could be felt in the left 
adnexal region. At operation a tubo-ovarian mass 
was removed, and after this there were no more 
colics. It would seem then that each month, with 
the congestion of the pelvic organs, the metabolic 
rate of the muscle in the lower end of the ureter, 
near the tumor, was raised, and the gradient of 
forces in the ureter was somewhat reversed. This 
would tend to produce reverse peristalsis and a 
conflict of the waves coming down with those 
going up. 

Some men might prefer to assume that the 
tumor pressed on the ureter, and this, of course, is 
possible. Interesting is the fact that commonly 
when cancer grows around the ureter, without ob- 
structing it mechanically, the gradient of force is 
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reversed, and urine then no longer comes down 
that ureter. This can be explained easily on the 
basis of a reverse gradient of metabolic rate in the 
muscle. The rate of metabolism of the cancerous 
tissues is higher than that of normal tissue. Con- 
ceivably the fast metabolism of the cancer speeds 
up the metabolism in the nearby ureteral muscle. 

Recently, Bernard Hatz discussed cases in which 
something seemed to go wrong with peristalsis in 
the kidney and the ureter (Ann. Int. Med., May, 
1950). Roentgenographic motion pictures taken by 
several men have shown that peristalsis starts in 
the calyces and runs down through the kidney and 
over the ureter to the bladder. H. A. Jarre (1930), 
Jarre and R. E. Cummings (1930), Jona (1936), 
and others have made roentgenographic motion 
pictures and have shown that occasionally the peri- 
staltic cvcle in the calyces and pelves of the kidneys 
and ureters is abnormal. 

Some of the pyelectasia and disturbances in kid- 
ney function in pregnancy are best explained with 
the idea of reversal of the gradient of activity of 
forces in the ureter. The back pressure is often 
worst at the beginning of pregnancy, long before 
there can be any pressure on the ureter from a 
large uterus. In the first month the rapidly growing 
uterus probably affects the metabolic rate of the 
muscle in the ureter, much as nearby inflamma- 
tions and cancer do. 

It is possible, of course, that sometimes the direc- 
tion of peristalsis can be altered by some malfunc- 
tion in the autonomic nerves. What is needed is 
more study of those unusual cases in which ure- 
teral pain is not associated with any stone or me- 
chanical obstruction in the ureter. 


Pseudocyesis 


Paut H. Fripp et al have an interesting paper on 
phaniom pregnancy (J.A.M.A., April 28, 1951). 
In their group of 27 patients the psychogenic fac- 
tors were large and important. All but one of the 
patients were childless and anxious to become preg- 
nant. Twenty-four had tried hard to conceive. In 
some cases the patient was anxious to hold the 
husband’s affection. 

Interesting studies were made to show the ac- 
tivity of the glands of internal secretion. The fol- 
licle-stimulating gonadotrophin titer was low nor- 
mal in 2, and diminished in 24. The estrogen levels 
were elevated in 9, normal in 11, and diminished 
in 3 patients. In 3 there was a persistently high 
estrogen, and a low gonadotrophin level. The 


urinary 17-ketosteroid titers in 6 patients were nor- 
mal. The basal metabolic rates were normal. 

Many treatments were tried, with some results 
in a few of the cases. It proved unwise to tell the 
woman bluntly that she was not pregnant. Some- 
times all this did was to induce hostility toward 
the physician. Some women who lost their symp- 
toms for a while later got them back. A few pa- 
tients were helped by kindly psychotherapy. 

In a few cases the uterus was curetted in order 
to prove to the patient that she was not pregnant 
but, as Dr. Boyd said in the discussion, this is not 
good treatment. 

These patients showed so clearly the tremendous 
effects that emotion and great longing can have 


upon the physiology of the body. 


Pudendal Block in Obstetrics 


Accorpinc to H. C. Heins, Jr. (J. South Carolina 
M. A., Oct., 1950), a nearly ideal anesthesia for 
delivery and post-partum repair is pudendal block. 
He uses a mixture made by adding a vial of lyo- 
philized hyaluronidase (150 turbidity reducing 
units) and 0.5 cc. of epinephrine (1:1,000) to 30 
ce. of a | per cent solution of procaine. 

Intradermal wheals are made half-way between 
the anus and the ischial tuberosities on the peri- 
neum. A 10 ce. Luer-lock syringe with a spinal No. 
20 needle is used. Two fingers are placed in the 
vagina for orientation while injecting. Starting 
through the wheal, the needle is passed to the 
tuberosity, and 5 cc. of the anesthetic mixture is 
placed posteriorly and medially to it to anesthe- 
tize the perineal branch of the posterior cutaneous 
femoris nerve. Then the needle is passed _hori- 
zontally to the ischial spine and 5 cc. of solution is 
deposited there to anesthetize the pudendal nerve 
as it enters Alcock’s canal. The syringe is then 
taken off the needle and refilled. Five cc. of mix- 
ture is then infiltrated in the superior portion of 
the labium minora to anesthetize the perineal 
branches of the ilioinguinal nerve. The same pro- 
cedure is carried out on both sides of the peri- 
neum. Complete perineal anesthesia comes almost 
instantaneously. The speed of this reaction is helped 
by the presence of the hyaluronidase. With it one 
can get an effective block—much more quickly than 
with the ordinary injection of procaine. 

With this technique the author obtained ideal 
relaxation and anesthesia in 76 per cent of cases, 
and a satisfactory result in 20 per cent more. In 
two remaining cases a poor result was due partly 
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to the cephalic posterior presentation of the head. 

One can use some basic analgesia during the 
first stage, in combination with the regional block. 
The child then at birth breathes spontaneously, 
and the mother is not nauseated. The author be- 
lieves that this method has all the advantages and 
none of the disadvantages of spinal anesthesia. 

In these cases there is fine perineal relaxation 
with gaping of the vulva which facilitates a low 
forceps delivery and makes a breech delivery fairly 
easy. 


Procaine Amide for Cardiac Arrhythmias 


A review of the method of treatment of cardiac 
arrhythmias with procaine amide (Pronestyl hydro- 
chloride) appeared recently (Mod. Concepts. 
Cardiovas. Dis., June, 1951). This drug is most 
useful for suppressing ventricular premature beats 
and ventricular tachycardia, has some value for 
preventing the occurrence of cardiac arrhythmias 
during chest surgery, and seems to have little ef- 
fect on supraventricular arrhythmias except those 
of recent development. 

The recommended oral dose for treatment of 
ventricular tachycardia is 1.25 Gm., followed in an 
hour by an additional 0.75 Gm. if the tachycardia 
persists. Tendency to recurrence of tachycardia can 
be prevented by maintenance dosages varying from 
0.5 to 1.0 Gm. every three to six hours. 

Intravenous administration is reserved for pa- 
tients critically ill or unable to take oral medica- 
tion. An injection of 100 mg. a minute is given 
until the desired effect is achieved, or a total of 1.0 
Gm. administered. By this route the drug some- 
times provokes undesirable hypotension even when 
the rate of injection is slower than 100 mg. a minute. 


Polyps of Rectum and Colon 


A. F. Casrro and colleagues recently called atten- 
tion to the importance of looking for polyps in the 
rectum and colon (Surg., Gynec. & Obst., Feb., 
1951). Usually, if the patient with a beginning 
cancer is going to save his life or his rectum, he 
must occasionally have a proctologic examination. 
He should also have a roentgenologic study made 
of his colon. First, a barium enema is run in; then 
it is let out, some air is injected, and stereoscopic 
films are made. With this technique polyps often 
are seen to stand out into the cavity of the colon, 
covered with a small amount of the barium mixture. 
There are several types of polyps to be seen in 
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the rectum and sigmoid colon. It is hard to say 
how dangerous the tiny ones are, but it is well al- 
ways to fulgurate them. The ones which are likely 
to become cancerous are the large blackish ones, 
with a big head and a thin neck. Fortunately, 
they can usually be fulgurated with safety because, 
if malignant changes are beginning to take place, 
these changes are practically always found on the 
top of the polyp and not in its neck. 

Whenever polyps have been found on procto- 
logic examination, a barium enema should be given 
because the presence of a polyp in the rectum 
makes it much more probable that there are two 
or three farther up. In some cases, as when a per- 
son is very old and senile, polyps can be left to be 
watched from time to time with the roentgen ray. 
In most instances, as when the person is middle- 
aged, it is best to operate. 

Today, when a man or woman of 55 says, “I 
want a good overhauling to make sure that I am 
all right,” a sigmoidoscopic examination should be 
part of the procedure. 


Rheumatoid Arthritis and Infection 


Removat of focal infections is not likely to be of 
much benefit in cases of rheumatoid arthritis. This 
was emphasized by Walter Bauer, William Clark, 
and Louis Dienes, of Harvard Medical School 
(Practitioner, Jan., 1951). 

When a rheumatoid nodule is transplanted from 
one part of a person’s body to another part, it does 
not survive and keep growing, and this suggests 
that it does not contain any living agent, such as 
a bacterium or a virus. All attempts to isolate bac- 
teria and viruses from these excised nodules have 
been unsuccessful. In rheumatoid arthritis the in- 
effectiveness of the new chemotherapeutic agents 
and antibiotics has also tended to rule out infection. 

There is no evidence that hypofunction of the 
adrenals plays any part in initiating the inflamma- 
tory process which produces rheumatoid arthritis. 
The improvement which occurs with Cortisone 
and ACTH is not specific. 

In an accompanying article in the same journal, 
there is an excellent discussion of rheumatoid 
arthritis by J. J. R. Duthie of Edinburgh. He 
showed the great importance of making the pa- 
tient as comfortable as possible in bed with a good 
“alignment,” or a good position without slumping. 
Duthie showed the importance of applying small 
plaster splints here and there. He uses codeine for 
pain and barbiturates for sleep. He showed how 
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patients can be taught to exercise while in bed, 
using weights and pulleys. 

In still another article in the Practitioner, G. F. 
Marrian stated that he, Sommerville, Duthie, and 
Sinclair in 1950, reported the finding that when 
progesterone is administered to patients with rheu- 
matoid arthritis, the urinary excretion of its prin- 
cipal known metabolite, pregnanediol is decidedly 
abnormal. This finding may possibly now open a 
door to a more complete understanding of this 
disease. 

At the recent meeting of the American Society 
for Clinical Investigation (April 30, 1951), Henry 
M. Lemon, Joseph M. Looney, and William C. 
Chasen reported some very interesting studies 
based on the idea that in rheumatoid arthritis some- 
thing has gone wrong with the collagen and elastin 
in the tissues. These tissues are unique in that they 
contain from 20 to 25 per cent of glycine. The 
metabolism of glycine in the body can be studied 
by injecting intravenously some sodium benzoate. 
The conjugation of glycine with the benzoate 
radicle, and its rapid urinary excretion, provides an 
index of how the liver and the peripheral tissues 
are handling the amino acid. 

In the cases of over 30 ambulant persons who 
served as controls, there was an average fall of 6.9 
per cent in the serum glycine one hour after in- 
jection of the benzoate, with an average excretion 
of hippurate of 0.87 Gms. In 44 patients with dis- 
eases of the collagen tissues, 90 per cent of whom 
were suffering from rheumatoid arthritis, the fall 
of the serum glycine was three times that of the 
controls, or 20.4 per cent. In some cases the figure 
was over 50 per cent. This greater fall was not 
due to an increased excretion of hippurate. Exten- 
sive tests showed that in no case could the alter- 
ation in the titer of serum glycine be attributed to 
disease in the liver or in the kidneys. 

Interestingly, some of the greatest reductions in 
titer of serum glycine occurred early in the disease 
before there were marked changes in the joints. 
When good results were obtained with ACTH or 
Cortisone, the glycine metabolism returned quickly 
to normal. 

Diets containing little glycine may reactivate 
rheumatoid arthritis but the supplementation of 
the diet with glycine did not help. 

This test with glycine promises to be a useful 
help in diagnosis, and it may throw great light on 
the cause of this peculiar disease. It strengthens 
the idea that rheumatoid arthritis is one of the so- 
called collagen diseases. 


Riboflavin Deficiency 


THE CLINICAL aspects of an experimental study of 
fifteen male subjects who subsisted for months on 
diets deficient in riboflavin, but otherwise adequate, 
is reported by Hills and co-workers (Arch. Int. 
Med., 87:682, 1951). None of the subjects had 
any evidence of glossitis, and three failed to dis- 
play any clinical signs of riboflavin deficiency at 
all, in spite of fifteen months on the depleted 
regimen. In the remainder, angular stomatitis, seb- 
orrheic dermatitis, and scrotal skin lesions were ob- 
served. The authors emphasize that such lesions 
are found in many conditions in which lack of 
riboflavin is clearly not the etiologic factor and 
that there are no pathognomonic lesions of ribo- 
flavin deficiency. 


TEM 


TRIETHYLENE melamine (TEM) is used for the 
palliative treatment of various malignant neoplasms, 
acts in a manner similar to nitrogen mustard, and 
has the advantage over the latter that it is effec- 
tive when given by mouth (Karnofsky, et al., Arch. 
Int. Med., 87:477, 1951). 


Authorization for Autopsy 
Dr. Louis J. Recan, who is both a physician and 


a lawyer, has reviewed the various state laws in 
regard to authorization for autopsy, and the things 
that can happen to a doctor if he performs an au- 
topsy without proper authorization (Ann. West. 
Med. & Surg., April, 1951). 

The coroner in most states has the right to order 
an autopsy but in some states this is done by a 
justice of the peace, and rarely a sheriff, a dis- 
trict attorney, or a public health officer. Under the 
workmen’s compensation acts in some states, there 
is a provision for ordering autopsies; in some states 
also the courts have recognized the validity of a 
provision in an insurance policy giving the insurer 
the right to an autopsy when the person dies. In- 
surance companies will sometimes accept a man 
with the proviso that they will not pay if he dies 
of a certain disease. 

There is a trend now to recognize an individual’s 
provision in his will that his body be examined 
after death. Most states also recognize the right 
of the person who is entitled to the possession of 
the body for the purposes of burial to authorize 
the performance of an autopsy. In Wisconsin, the 
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law states that whichever of the near kin assumes 
custody of the body for burial may give permission 
for an autopsy. 

In a single state, Oklahoma, there is a provi- 
sion for a post-mortem Cesarean section to be per- 
formed immediately by someone trying to save the 
life of the child. Obviously in such circumstances 
there would be no time in which to secure permis- 
sion of relatives. 


Diagnosis of Mediastinal Tumors 


Samson and Dugan provide a logical approach to 
the diagnosis and treatment of mediastinal tumors 
(California Med., 74:161, 1951). In cases in which 
the cause of the mediastinal enlargement is not 
determined by usual means, including such ancil- 
lary procedures as biopsy, bronchoscopy, and rou- 
tine and special x-ray studies, a thoracotomy is 
promptly done for purposes of diagnosis and sur- 
gical treatment. 

Although the authors do not say so, presumably 
the preliminary studies might include the admin- 
istration of small doses of x-ray with a view to 
shrinking a tumor presumed to be a radiosensitive 
lymphoma. 

The authors emphasize that thoracotomy for 
these purposes is safe, leads to an earlier diagnosis 
of malignant neoplasms, permits approach to these 
lesions at a time when they are more likely to be 
operable, and in some instances prevents superven- 
ing infection in cystic tumors. They believe, in 
conclusion, that the risks of thoracotomy are less 
than the hazards of waiting. 


Uterine Cancer in Young Women 


ALTHOUGH carcinoma of the body of the uterus is 
usually seen in older women, Dockerty and his co- 
workers present a group of thirty-six patients less 
than 40 years of age with this disease (Am. ]. Obst. 
& Gynec., 61:977, 1951). Symptoms for the most 
part were menstrual and featured irregular meno- 
metrorrhagia, often with amenorrhea, leukorrhea, 
and related difficulties, all more or less intractable 
to ordinary therapeutic measures. It is to be em- 
phasized that these commonplace symptoms may 
therefore be an indication for early and repeated 
curettage, along with vaginal smear studies. Clini- 
cally, obesity with sterility, a high incidence of hy- 
pertension, and occasional hirsutism and diabetes 
were prominent features. 
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Serum lodine Determinations 


Two recent publications describe simple techniques 
for accurate determinations of values for serum pro- 
tein-bound iodine CW. N. Harsha, Am. J. M. Sc., 
221:626, 1951), and Hallman, et al., Arch. Int. 
Med., 87:817, 1951). This is good news for those 
physicians who have been unable to use this test 
because the methods previously available were too 
difficult. 

The serum protein-bound iodine value is a meas- 
ure of the quantity of circulating thyroid hormone, 
and variations from normal reflect thyroid activity. 
Values are low therefore in myxedema, high in any 
type of hyperthyroidism. The test has a reputation 
for greater reliability than B.M.R. or serum choles- 
terol determinations. It is made unreliable for long 
periods after any form of iodine has been given 
(potassium iodide by mouth, cholecystography, 
bronchography, etc.) 


Ammonium Chloride Acidosis 


ALTHOUGH ammonium chloride is used in large 
doses as a diuretic for patients with congestive 
heart failure, as well as in other conditions in 
which there is edema, the drug rarely produces 
toxic effects. Occasionally, however, when there is 
intrinsic renal disease, acidosis of serious degree 
may result, and six cases of this kind have recently 
been reported by Sleisenger and Freedberg (Circu- 
lation, 3:837, 1951). 

Five of the six patients had congestive heart fail- 
ure combined with various types of intrinsic renal 
disease. The remaining patient had subacute 
glomerulonephritis and anasarca. The patients had 
received 6 to 8 Gm. of the drug daily for seven to 
forty-five days before acidosis was apparent clini- 
cally. It was severe in four cases and nearly fatal 
in two. 

The explanation of acidosis under these circum- 
stances is on the basis of a failure of the kidneys 
to prevent continued loss through the urine of 
fixed base with chloride. This was thought to be 
related to the intrinsic renal disease present in each 
case. 

This report serves as a warning that the admin- 
istration of ammonium chloride to patients with 
edema, whether it be due to cardiac failure or 
some other cause, must be cautious when there is 
any suspicion that intrinsic renal disease also is 
present. 
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Clubfoot 


Accorpinc to G. M. Hart, a tendency to clubfoot 
is commonly inherited (Journal Lancet, July, 
1950). The four deformities usually seen are: (1) 
adduction of the forefoot, (2) inversion of the 
back part of the foot, (3) equinus, and (4) tibial 
torsion. 

Hart feels that in most cases, if, during the first 
six months of life, the child is treated with plaster 
casts and wedges, he will develop a normal foot. 
Hart treats first the adduction of the forefoot and 
inversion of the heel, and then later, the element 
of equinus. The feet are kept in casts for from 
eight to twelve weeks. Later the child must have 
exercises and special shoes. If the deformity should 
recur, it must immediately be treated again with 
more casts and wedges. Surgical measures are 
needed in only about 10 per cent of the cases. 


Intravenous Albumin for Cirrhosis 


Daiy intravenous infusions of salt-poor human al- 
bumin may be surprisingly beneficial in the treat- 
ment of patients with severe hepatic cirrhosis (J. 
Post, and J. V. Rose, Arch. Int. Med., 87:775, 
1951). There may be early and at times dramatic 
improvement, in the form of recovery from coma, 
restoration of appetite, increased sense of well-be- 
ing, diuresis, and decrease in ascites and jaundice. 
Some of these evidences of improvement are ex- 
plicable on the basis of temporary elevation of de- 
ficient serum albumin values; others transcend 
what might be expected from this effect. 


Lipidema of the Legs 


Many physicians have been distressed over their 
inability to explain to women patients why their 
legs sometimes get swollen, in spite of the fact 
that no disease of heart or kidneys or veins can 
be demonstrated. 

Drs. L. E. Wold, E. A. Hines, Jr., and E. V. 
Allen, writing from the Mayo Clinic, reported 
some of their studies on women with this peculiar 
type of edema (Ann. Int. Med., May, 1951). 
Usually the feet are normal in size and configura- 
tion, but between the feet and the waist the skin 
is edematous. Above the waist the patient usually 
is normal. 

In legs and thighs, the skin and the subcutane- 
ous fat are soft and pliable, but perhaps somewhat 
tender to pressure. Some of the women are stout; 


some of them complain of an aching distress in the 
enlarged limbs; and some are much concerned 
about the situation, especially when they feel that 
the deformity of the legs has ruined their lives. 

According to the authors, the basic difficulty in 
these cases is a subcutaneous deposition of fat. No 
one knows why this happens. A reduction diet 
which takes off fat above the waist may not in- 
fluence the appearance of the thighs and legs. The 
legs of these women get larger when they stand a 
good deal. 

The treatment of the condition is unsatisfactory. 
It may help a bit to assure the woman that she 
has not Bright’s disease or heart disease. The condi- 
tion tends to run in families. Only 1 out of 119 
patients seen was a man, and only 28 of the women 
showed a pitting edema. Eleven were more 
troubled during the warm summer months when 
perhaps they drank more water than they needed. 
Thirty-five per cent of the women had varicose 
veins, but in almost all instances the varicosities 
were minimal in nature. Only 10 per cent of the 
patients had had a thrombophlebitis. None was 
hypothyroid. 

Some 29 per cent of the patients felt that mental 
suffering because of their large legs had made 
them neurotic. 


Cortisone in Eye Drops 


Tue use of Cortisone in eye drops will now save 
the sight of thousands of children who might other- 
wise become blinded by phlyctenular keratocon- 
junctivitis, according to an article in the American 
Journal of Ophthalmology for April, 1951, by Dr. 
Phillips Thygeson and Dr. Milo H. Fritz. This 
disease usually occurs in the cases of children who 
have tuberculosis, and it leads to corneal scarring. 
The medicine has to be dropped in the eye four 
times a day for several days. Rapid healing sets in, 
usually within forty-eight hours. The treatment 
was practically a hundred per cent effectual. 


Stellate Block for Apoplexy 


AvtHoucs stellate block with procaine for the 
treatment of cerebral apoplexy has remained pop- 
ular with many physicians, some experimental 
studies of cerebral blood flow have seemed to in- 
dicate that there is no rational basis for this pro- 
cedure. However, recent investigations have dis- 
closed that stellate ganglionectomy significantly 
lowers cerebral vascular resistance in patients with 
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abnormally slow cerebral blood flow (Shenkin, et 
al., ]. Clin. Investigation, 30:90, 1951). 

This finding indicates that, in pathologic states 
with increased cerebral vascular resistance, at least 
a portion of this increased resistance can be due to 
spasm mediated over sympathetic reflexes, and 
that there is, after all, some rationale for stellate 


ganglia block in cases of cerebral apoplexy. 


Actinomycosis 


IN CONNECTION with the report of a case of peri- 
carditis due to chest wall involvement by actinomy- 
cosis, Zoeckler reviews the modern concepts of this 
disease (Circulation, 3:854, 1951). 

Recent investigations indicate that actinomycosis 
develops from some endogenous focus which be- 
comes active under proper conditions of lowered 
resistance. This idea is supported by the facts that 
the organism responsible for the majority of hu- 
man cases of actinomycosis has been isolated only 
from the animal body, that the human mouth has 
been established as the normal habitat for this or- 
ganism, that lesions due to actinomycosis have been 
reported following the human bite, that actinomy- 
cosis is no more common in rural than in urban 
areas, and that oral sepsis is frequently associated 
with the development of actinomycosis. The regi- 
men for treatment recommended at present makes 
use of a combination of penicillin and the sulfona- 
mides. Surgical procedures may be necessary to re- 
move pus and dead tissue. Blood transfusions are 
important for debilitated patients. 


Chronic Trench Foot 


Repiscu, Brandman, and Rainone report their find- 
ings in one hundred cases of chronic disability re- 
sulting from trench foot (Ann. Int. Med., 34:1163, 
1951). All the patients had gone through the acute 
phase of the disease during the winter of 1944-45 
in the European campaign. 

Although only 27 per cent of the patients had 
manifestations of occlusive arterial disease, all 
showed impairment of regulation of blood flow 
(severe sensitivity to cold, claudication during cold 
weather, postural color changes). A good many 
of them also had developed a tendency to hyper- 
hidrosis of the feet. The authors believe that 
chronic trench foot is a peripheral vascular dis- 
order resulting in functional insufficiency, chiefly 
expressed in failure of regulation of blood flow in 
response to external stimuli. 
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A New Pyelographic Drug 


Tue use of Urogon, a new substance for intra- 
venous pyelography, has been reported by Nesbit 
and Lapides (Journ. Urol., 63:109, 195Q). The 
drug was tried out on 700 patients. It contains 65.8 
per cent iodine per molecule as compared with 49 
per cent in Diodrast, and 51.5 per cent in Neo- 
lopax. There is no essential difference in the qual- 
ity of the resultant pyelograms. With a 30 per cent 
solution of Urogon, the number of side reactions 
was considerably less than with the two other drugs 
used. 

The drug can be particularly useful when a pa- 
tient has had a bad reaction with one of the other 
media, and has to have his kidneys checked again. 


Genital Dermatitis 


Morris reports a collection of twenty cases of geni- 
tal and rectal dermatitis which followed penicillin 
therapy (New England J]. Med., May 17, 1951). 
He believes this to be a form of pellagra and found 
that nicotinic acid (100 mg. three times daily) 
produced “dramatic” improvement. 


Treatment of Ankle Sprains 


Many physicians have found that local injections 
of procaine solution are helpful in the treatment of 
acute sprain of the ankle. Hutcheson believes that 
procaine block of the sural nerve is superior to the 
method of local injection, because recurrence of 
pain is less likely, and trauma from needle punc- 
tures in the injured area is avoided CU. S. Armed 
Forces Med. J., 2:799, 1951). 

Injection of the sural nerve is accomplished by 
inserting a 2-inch, 22-gauge needle through a skin 
wheal located at a point about 3 inches above the 
external malleolus and over the posterolateral 
border of the fibula. The needle is directed inward 
and posteriorly until a paresthesia is experienced, 
running downward from the site of injection over 
and below the external malleolus and dorsolateral 
aspects of the foot. At this time, about 7 cc. of 2 
per cent procaine solution is injected and the 
needle is withdrawn. When the injection has been 
properly made, an area of anesthesia develops from 
the point of injection downward over the malleolus 
and most of the dorsolateral aspect of the foot; and 
pain in the injured tissue is abolished. After appli- 
cation of an elastic bandage to the ankle, the pa- 
tient exercises the ankle freely for several hours. 
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Medical Treatment of Thyrotoxicosis 


Earty studies suggested that the thiouracil drugs 
provide sustained remissions after withdrawal of 
therapy in about 50 to 60 per cent of all thyro- 
toxic patients. More recent reports indicate that the 
results may be even better than this. For example, 
Rose and Shorey found an incidence of 82.6 per 
cent of sustained remissions following withdrawal 
of thiouracil drug therapy (J. Clin. Endocrinol., 11: 
597, 1951). In addition these authors confirm the 
opinion of previous writers that undesirable late 
effects of treatment are not observed. 


Prevention of Embolism by Vein Ligation 


THE INCIDENCE of pulmonary embolism in patients 
with fracture of the hip is known to be quite high, 
as compared with other surgical cases. One method 
advocated for the prevention of this complication 
has been ligation of both superficial femoral veins. 
The value of this procedure has been re-examined 
by Erb and Schumann (Surgery, 29:823, 1951). 

These authors ligated both superficial femoral 
veins in alternate cases of hip fracture until a total 
of one hundred had been collected. They con- 
cluded that this procedure alone does not lower the 
mortality due to pulmonary embolism nor the in- 
cidence of nonfatal pulmonic episodes, that such 
ligation is frequently followed by thrombosis aris- 
ing in the proximal femoral vein compartment, and 
that in these patients pulmonary embolism is a 
common concurrence. 


Breech Presentation 


THE Most important factor in producing a breech 
presentation is an implantation of the placenta in 
the cornual-fundal region, according to C. S. 
Stevenson (Am. Journ. Obstet. and Gyn., 60:41, 
1950). He said that this peculiarity was found in 
all of the 76 patients he studied. 


The Esophagus and Emotion 


HicHLY nervous, tense, and emotional patients 
will sometimes encounter a difficulty in swallow- 
ing when they are under heavy nervous strain. 
The fortunate patients are those whose spasm is in- 
termittent. The unfortunate ones are those who de- 
velop cardiospasm with apparent organic changes 
at the cardiac ring. They get such a strong con- 
traction of the tissues there that the only way to 


work a cure is to dilate the cardia with a rubber 
bag. 

i M. McMahon, Francis I. Braceland, and Her- 
man J. Moersch of the Mayo Clinic, described the 
results of a study of 26 patients CAnn. Int. Med., 
March, 1951). Interestingly, in three of the cases 
there was a family history of cardiospasm. The 
psychiatrists concluded that the patients were 
usually perfectionistic, neat, orderly, and meticu- 
lous about everything. Most of them were ener- 
getic. In all but three patients there was a sur- 
prising lack of aggression. Some of the persons 
were dependent in their make-up, and unusually 
submissive to others. Most of them were abnor- 
mally sensitive, and easily offended. They tended 
to harbor resentments for long periods of time. 
Many were shy and bashful, with feelings of in- 
adequacy. 

The physician should not jump to the conclusion 
that the patient of this type who gets dysphagia 
after severe psychic strain has nothing more than 
a cardiospasm. Occasionally, examination will 
show that the psychic factors produced symptoms 
for the first time in the case of a person who had a 
cancer of the cardia. 


Rubella and Pregnancy 


Accorpinc to Drs. Alvaro Guimaraes Filho and 
Francisco Cerruti, writing from the Paulista School 
of Medicine in Sao Paulo, Brazil, a careful review 
of the literature on the relation between rubella 
(German measles) and injuries to the fetus, indi- 
cates that the danger is not as great as it was first 
thought to be. On the basis of their study, the 
authors concluded that when a woman, in the first 
three months of pregnancy, gets rubella, this does 
not mean that she must have a therapeutic abor- 
tion. 

In another paper, A. D. Packer suggested that 
some other virus disease, occurring early in preg- 
nancy, may injure the fetus (M. J. Australia, June 
24, 1950). In an epidemic of 11,000 cases of or- 
dinary measles in South Australia, 128 married 
women of childbearing age were involved. These 
all received a questionnaire, and 18 cases of ma- 
ternal measles, associated with pregnancy were 
found. In these cases, 12 of the children were ap- 
parently normal. Two were born with abnormal- 
ities. Four of the pregnancies terminated prema- 
turely. 

The author concluded that ordinary measles is 
not so dangerous for a pregnant woman as rubella. 
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Information Please 


Brown Pigmentation from Emaciation 


Q. | have under my care an emotional woman of 48 who, | 
think, is primarily an unhappy, highly nervous woman in the 
menopause. 

She has a macrocytic anemia which several hematologists 
say is probably due to her years of malnutrition, resulting from 
years of just “picking” at her food. She has plenty of hydro- 
chloric acid in her gastric juice, a normal liver function, no 
sprue, and a normal bone marrow picture. She has had much 
liver extract and Biz with no decided results. 

A condition which is puzzling is a brown pigmentation of 
her skin much like that of a sunburn. It was thought to be 
argyria, but there is no bluish color. A diagnosis of hemo- 
chromatosis has also been made; she sometimes has a somewhat 
diabetic sugar tolerance curve, but skin biopsies have not 
shown the typical pigment. Another diagnosis was Addison’s 
disease, but the pigment is not dark enough, and it is not 
concentrated in the usual places. The 17-ketosteroids and the 
Kepler test showed no trouble with her adrenal glands, and 
her blood pressure goes up to 160/90 mm. 

What is the cause of this pigmentation? 


A. It can be due to her emaciation. With the 
shrinkage of the skin, the particles of pigment 
come closer together to produce a stronger effect. 
Many a dark-looking emaciated woman looks white 
again when, with a large gain in weight, her skin 
stretches and widens the distance between the bits 
of pigment. 


Pain in the Rectum 


Q. At long intervals, a man aged 50 years gets a pain “in 
his rectum” so severe that for 5 minutes he walks the floor; 
then it goes. He thinks that it comes sometimes after sexual 
excitement which has not culminated in intercourse. Sometimes 
the pain goes down the inside of his thighs. Sigmoidoscopic ex- 
amination showed a normal anus and rectum. The prostate 
gland is of normal size; it is not unusually tender, and the 
secretion is normal. There is no distress with urination, defe- 
cation, or intercourse. What is the cause of this pain? 


A. This type of pain is due almost certainly to 
a cramp in the muscle of the prostate gland. The 
man’s theory of causation is probably correct. He 
may, possibly, be getting too little calcium, especi- 
ally if he drinks no milk. 
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Persons with an unstable nervous system some- 
times get a sort of rectal crisis, similar to that of 
tabes. This tends to follow defecation or rarely, 
urination or sexual intercourse. Such pain lasts 
longer; it may run up into the abdomen and down 
the thighs and is likely to be associated with a 
“storm” in the autonomic nervous system, with 
much jitteriness and mental distress. 


Cancer of Thyroid 


Q. A woman with a nodule in the thyroid gland was operated 
on. Some carcinomatous tissue was found. What sort of treat- 
ment should the woman now have to protect her from a re- 
currence? Should she be given radioiodine? 


A. If the tumor was completely removed, there 
is no indication for treatment with radioiodine or 
anything. If the lobe of the thyroid on the unaf- 
fected side was not removed, this should now be 
done. If the nodes biopsied contain no malignant 
cells, the use of prophylactic radiation is question- 
able, but if they do contain metastases, radiation 
should be used. 

Roentgenotherapy is usually the most desirable 
form of radiation. 

If malignant tissue was left in the neck, the use 
of radioiodine should be thought of. 

Because some carcinomas of the thyroid gland 
do not collect iodine, one should first determine 
whether the tumor to be treated does do this. This 
can be determined by the administration of a tracer 
dose of radioiodine and then the excision of some 
tumor tissue and its examination. 

When, as is usually the case, the collection of 
radioiodine by the tumor is slight, an effort can be 
made to increase the collection by the production 
of myxedema, either by a dose of radioiodine, or by 
surgical excision of the remnant of the gland, or by 
the administration of thiouracil. If by these means 
or by some combination of them the tumor tissue 
can be made to collect a significant amount of 
radioiodine, a cancer killing dose of the substance 
can be administered. 
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Significant effects of radioiodine on malignant 
thyroid tumors have been obtained in a fair num- 
ber of instances in which the tumors have collected 
adequate amounts of radioiodine. Whether cures 
have resulted can only be determined by further 
observation. 


Albuminuria 


Q. A man, aged 62 years, was seen by me 6 months ago. A 
diagnosis, made previous to this time, indicated that his urine 
ik The p 
says he feels fine. After a thorough examination at a clinic, 


ad 


contai much t is a fat, jolly fellow who 


the report was that he had grade 4 albuminuria and a few 
pus cells. Intravenous urograms showed normal-looking kidneys. 
The urine was sterile. The hemoglobin reading was 95 per cent; 
the man’s nonprotein nitrogen and urea clearance were close 
to the limits of normal. The blood pressure was 120/80, and 
the ECG was normal. The blood vessels in the eyes were nor- 
mal. The clinic consultant reported that the man is essentially 
all right, and that he does not need treatment. The fellow’s 
wife keeps taking him to doctors, most of whom, on finding 
the marked albuminuria, tell him he is in a serious condition 
with Bright's disease. | have just had him studied again, with 


the same results as before. What is the diagnosis and prognosis? 


A. At some time, perhaps in childhood, this man 
had a serious infection which injured parts of one 
or both kidneys. The fact that for years his health 
has been good, that his blood pressure is normal, 
his hemoglobin is normal, and his kidney function 
is almost normal indicate that the injury to the 
kidney is not great. What he has is probably only 
a scar. There is no indication for any treatment. 
Barring the coming of some severe infection, or the 
plugging of arteries in the brain or heart, the man 
should live for years. 


Androgens for Cystic Mastitis 


Q. What is the efficacy of the androgens in the treatment of 
chronic cystic mastitis? 

A. Androgens are moderately effective in the 
treatment of chronic cystic mastitis. They depend 
probably for their efficiency on a direct depression 
of the mammogenic hormones of the pituitary and 
an indirect depression of ovarian steroids through 
their depressing effect upon the pituitary gonado- 
tropes. 

At first, the dosage should be relatively large, 
such as 25 mg. of testosterone proprionate 3 times 
a week for a month or 6 weeks. Later, the andro- 
gens can be given in the form of methyltestosterone 
by mouth, 10 mg. twice daily from the 10th .to the 
24th day of each menstrual cycle. There should 
be a gradual reduction of the androgens so as to 
avoid their masculinizing effect. 


This answer assumes that a definite diagnosis of 
chronic cystic mastitis has been made and carci- 
noma of the breast has been properly ruled out, 
preferably by biopsy. 

Localized areas of chronic cystic mastitis are 
best treated by aspiration and by local excision if 
induration remains after the fluid is aspirated. 

In the case of diffuse chronic mastitis, it is best 
to perform a biopsy in the most prominent area 
of the process and be sure of the nature of the 
lesion. If the lesion is benign, then the diffuse type 
of chronic mastitis is best suited for endocrine 
therapy. 


Osteomalacia 


Q. What is the treatment of ost lacia in female age 35, 
with no apparent hormonal imbalance except low blood cal- 
cium (7.5 mg.), elevated phosphorus (7 mg.), alkaline phos- 
phatase (4.0 units), cholesterol (339 mg.), normal blood sugar, 
B.M.R. -9.0? What about status of combined estrogen-testos- 
terone in such treatment? 


A. Patient described does not have the chemistry 
of osteomalacia. In rickets or osteomalacia the low 
serum calcium value is characteristically coupled 
with a low or, in some instances, a normal serum 
phosphorus value. High serum phosphorus values 
are most unusual. Furthermore, the serum alka- 
line phosphatase level is high in both rickets and 
osteomalacia. The chemistry described is more con- 
sistent with a diagnosis of hypoparathyroidism in 
which a low calcium is characteristically coupled 
with a high serum inorganic phosphorus level, and 
the alkaline phosphatase is normal. The treatment 
of hypoparathyroidism is aimed at raising the 
serum calcium level to normal without overdoing 
the process and obtaining hypercalcemia. Dihydro- 
tachysterol CA.T. 10) is administered in sufficient 
quantities so that the urine test with a Sulkowitch 
reagent shows moderate amounts of calcium ap- 
pearing in the urine. If large amounts of calcium 
appear, the dosage is reduced, and the danger of 
hypercalcemia is avoided. The usual dosage of di- 
hydrotachysterol is about 3 cc. per day by mouth 
until calcium appears in the urine, and then the 
dosage is dropped to a maintenance level of about 
1 cc. 3 to 7 times a week. Calciferol (Vitamin D,) 
is useful also as maintenance therapy in a dosage 
of 50,000 to 100,000 units per day by mouth. In 
addition, there should be a high intake of calcium 
and a low intake of phosphorus, and milk, there- 
fore, is contraindicated because it is high in phos- 
phorus as well as in calcium. One can decrease the 
phosphorus absorption from the gastrointestinal 
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tract by administering aluminum hydroxide (1 to 
2 teaspoonfuls of a 3 to 4 per cent preparation 3 
times daily with meals). Acidosis also tends to al- 
leviate tetany; therefore it is helpful in some cases 
to make the patient slightly acidotic. The admin- 
istration of 10 cc. of a 30 per cent solution of cal- 
cium chloride diluted in water 3 times daily after 
meals is beneficial at times. Many patients with 
hypoparathyroidism have an associated hypothy- 
roidism and it is desirable to treat this with des- 
sicated thyroid. If the patient with hypoparathy- 
roidism develops acute tetany, 10 cc. of 10 per cent 
calcium gluconate solution can be administered in- 
travenously as emergency therapy and repeated as 
often as is necessary to control the situation. 

The combination of estrogen and testosterone 
has not been utilized as far as we know in the 
treatment of hypoparathyroidism; nor has it been 
used in the treatment of osteomalacia or rickets. It 
is of distinct value in treating patients who have 
osteoporosis, particularly of the postmenopausal or 
senile type. The serum calcium and phosphorus 
values, however, are normal in patients with os- 
teoporosis, and it is unlikely that a patient of 35 
would have postmenopausal osteoporosis. Further- 
more, the low serum calcium level and the ele- 
vated serum inorganic phosphorus level are against 
the diagnosis of osteoporosis. For a further discus- 
sion of the treatment of hypoparathyroidism, osteo- 
malacia and osteoporosis, one may refer to: Al- 
bright, F., and Reifenstein, E. C., Jr.: The para- 
thyroid Glands in Metabolic Bone Disease, Selected 
Subjects, published by The Williams & Wilkins 
Co., Baltimore, 1948. 


Epidermophytosis of the Feet 
Q. How does one cure epidermophytosis of the feet? 

A. “Epidermophytosis” implies the positive diag- 
nosis of infection with an Epidermophyton, which 
requires cultural identification. Trichophyton para- 
sites are probably more common on the feet. 
“Dermatomycosis” is the broad name for any fun- 
gus infection of the skin. These are among the 
various dermatitides that the layman calls “athlete's 
foot,” and they must be distinguished especially 
from contact dermatitis and bacterial parasitism 
(impetigo or infectious eczematoid dermatitis). 
Given a case of fungus parasitism, the object 
is to make circumstances unfavorable for the 
growth of the fungi, which thrive in a warm, 
dark, moist place and use keratin as food, with- 
out irritating the skin with medication. Treat- 
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ment might well consist of (1) débridement with 
a bland toilet soap, tweezers, and cuticle scissors; 
(2) a fungicidal salve to be used, unbandaged, 
overnight, such as half-strength Whitfheld’s oint- 
ment with 4 per cent sulfur added to it; (3) an 
antiseptic dusting powder during the day, such as 
Desenex or Tinofax; and (4) a period, during the 
early sore and painful stage, of requiring the pa- 
tient to be off his feet, with the feet elevated, 
bare and exposed to the air, cool and dry. 

It is necessary in relapsing cases to give consid- 
eration especially to onychomycosis as the source of 
reinfection. Tinea of the nails is usually curable 
by combining meticulous débridement (file, pen- 
knife, nipper, electric drill) with an antiseptic 
such as 3 per cent chrysarobin in chloroform. ‘The 
difficult case is the one in which there is contact- 
ant allergy (shoe leather, rubber, fabric finish) 
combined with both bacterial and fungus parasit- 
ism. Canvas slippers and 2 per cent sulfur in Vio- 
form cream might handle such a case effectually. 


Amebiasis 
Q. What is the treatment of amebiasis? 


A. The treatment of amebiasis depends upon 
the clinical stage of the disease. In nondysenteric 
colonic amebiasis a number of drugs are available. 
At the present time the one most commonly used is 
Milibis (2 tablets 3 times a day for 8 days). This 
has an efficiency of nearly 80 per cent. Several weeks 
after treatment a stool check is necessary to de- 
termine whether or not the course should be re- 
peated. 

Diodoquin (4 tablets 3 times a day for 21 days) 
is also a satisfactory medication but is not quite 
so efhcient. 

At present, aureomycin (2 Gm. daily in divided 
doses for a period of 10 days) is in common use. 
Terramycin may be used in place of aureomycin. 
These drugs have no greater efficiency than Milibis 
and are much more expensive. 

In dysenteric amebiasis, or if active diarrhea oc- 
curs, emetine, administered subcutaneously in 
doses of 1 mg. per kilogram of body weight per 
day up to and not exceeding 65 mg. daily, may be 
necessary for control of the diarrhea. It is seldom 
necessary to give this drug longer than 4 or 5 
days for this purpose. Since this drug is toxic to 
the heart, the gastrointestinal tract, and the periph- 
eral nervous system, the patient must be kept in 
bed and watched for complications in these areas. 
Minimal electrocardiographic changes are not 
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grounds to stop the drug. After the diarrhea has 
been controlled with emetine, it is still necessary 
to give one of the above-mentioned drugs because 
emetine is not efficient in clearing the bowel of 
the infection. 

In hepatic amebiasis, evidences of abscess are 
indications for closed drainage. Such drainage 
should be preceded, if possible, for several days 
by chloroquine or emetine administration. In the 
absence of detectable abscess, amebic hepatitis is 
treated with emetine according to the schedule 
given above except that the therapy is continued 
for 10 days. Because of the toxicity of emetine and 
because of the efficiency of chloroquine, chloro- 
quine has taken the place of emetine as the drug 
of choice in these patients. Chloroquine is used in 
doses of 0.5 Gm. twice a day for 2 days and then 
0.5 Gm. once daily for 14 to 20 days, the schedule 
being regulated by the clinical picture. 


The Hypotensive Patient 


Q. What is the significance and Rx of a patient with hypoten- 
sion; having no obvious cause? 

A. Idiopathic arterial hypotension is a little-un- 
derstood condition. Some apparently normal people 
have a persistent blood pressure ranging from 80 
to 100 mm. Hg systolic and 50 to 70 mm. Hg 
diastolic. There are usually no symptoms due to 
the hypotension itself, although some of these 
people complain of easy fatigability and of diff- 
culty in “getting going” in the morning. There is 
a misconception among a segment of physicians 
that the blood pressure must be raised. Actually it 
is important not to emphasize the hypotension, and 
there is no known method by which a persistent 
idiopathic hypotension can be overcome. Treat- 
ment is directed toward the patient as a whole 
with graduated exercises and regulation of the 
daily routine with the avoidance of intemperance 
of any kind. 


Leukorrhea in Young Women 


Q. What is the significance of brownish granular leukorrhea in 
young (25 to 38) women? No pathology is discernible. D. & C. 
pathologic report: normal endometrium. 

A. A definitely brownish or rusty vaginal dis- 
charge is indicative of very slight bleeding at some 
point in the genital canal, the brownish or rusty 
color being due to oxidation of the blood pigments. 
This possibility has apparently been considered as 
a D. & C. was done, a normal endometrium being 


reported. Vaginal cytologic examinations would be 
helpful, though not decisively diagnostic. If there 
is anything suspicious about the cervix, or even 
if it is normal, biopsy, perhaps multiple, or com- 
bined with surface scraping, would be a proper 
procedure. 

I presume that the vaginal surface itself has been 
thoroughly studied to make sure that there is noth- 
ing like a granular vaginitis, and if there is any 
vaginitis, that examination has been made for para- 
sites or fungi. 


Antibiotics in Combination 


Q. Is there any synergistic effect or neutralizing effect when 
penicillin is given with chloromycetin, aureomycin, or terra- 
mycin? 

A. There is evidence, from in vitro studies, for 
both enhancing and inhibiting effects of combina- 
tions of antibiotics. In mice there is evidence that 
chloromycetin may antagonize the action of peni- 
cillin in enterococcal infections. There is sugges- 
tive evidence for enhancing (or additive) effects 
of streptomycin with most other antibiotics and 
some clinical evidence to support this in the treat- 
ment of subacute bacterial endocarditis and _pos- 
sibly in other diseases. 


Tolserol for Poliomyelitis 


Q. Is Tolserol of any benefit as a relaxing agent in the spas- 
tic phase of poliomyelitis? 

A. A few years ago, Tolserol was used and fav- 
orably recommended by a few doctors in the 
United States. Insofar as I know, no physician 
with experience in the care of poliomyelitis pa- 
tients is using this substance today. 

Tolserol is moderately toxic. It anesthetizes or 
temporarily paralyzes the nerve endings in the 
muscles. This, of course, does produce some relax- 
ation. However, it cannot be kept up indefinitely 
with complete safety. 

More physiologic methods consist of placing the 
patient in a tub of warm water, once or twice each 
day, or the use of hot, moist woolen packs for one 
hour, morning and afternoon. Additional physical 
therapy by a physical therapist, with relaxed pas- 
sive motion, moving the joints through as much of 
a range as possible without producing pain, seems 
to aid in release of spasm. Very rarely indeed do 
we see a patient today who requires more than 
this, in order to completely relieve the muscle 
spasm within a period of 2 to 5 weeks after onset. 
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Business and Economic. 
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INCOME OF PHYSICIANS-—1949 


BY CHARLES E. NYBERG 


Puysicians in civilian practice, including salaried 

- as well as independent physicians, had an average 

£ net income of $11,058 in 1949. Physicians in in- 

i dependent practice averaged $11,858, whereas sal- 
aried physicians, excluding interns and residents, 
averaged $8,272. This is about double the average 
income in 1929, the same increase in this twenty 
year period as for all earners in the general popula- 
tion. The correlation between physicians’ income 

, and earnings in general indicate that physicians 
are not benefiting financially beyond other groups 
by increased employment, wages, and salaries, but 

° are holding their own with respect to the monetary 
inflation that has occurred during the past ten 
years. 

The cost of operating a practice has increased 
since the close of the war. In 1945 the average cost 
of operating a practice was 37 per cent of gross 
income. In 1949 the cost has increased to slightly 
more than 40 per cent. 

The figures for 1949 are from a survey of 
125,000 physicians conducted by the Office of Busi- 
ness Economics of the U. S. Department of Com- 
merce in co-operation with the Bureau of Medical 
Economic Research of the American Medical Associa- 
ation. The final report of physicians’ incomes in 1949, 
published in the July 1951 issue of Survey of Cur- 
rent Business, is based upon replies from 55,000 
physicians and contains a wealth of data on physi- 
cians’ earnings by various classifications of practice, 

: location, and age. It was estimated that, excluding 
interns, residents, and those in military service, 
there were about 160,000 physicians in active civil- 
ian practice in 1949. 

This study shows that among physicians in 
private practice full specialists’ average net income 
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was $15,014, part specialists’ $11,758, and general 
practitioners’ $8,835. Full specialists netted 70 per 
cent more than general practitioners. In 1929 the 
full specialists netted $10,000 and the general prac- 
titioners $3,900. The gap between specialist in- 
come and general practitioner has been closing 
during this twenty year period. In 1929 the spe- 
cialists’ average income was two and one half times 
greater than the general practitioners’, while in 
1949 it was only 70 per cent greater. 

Of particular interest to general practitioners is 
the table, on the following page, on income by age 
groups and size of community for general practi- 
tioners and full specialists. 

General practitioners netted the highest income 
from ages 40 to 50, and those in communities from 
5,000 to 500,000 population averaged higher in- 
comes than those in communities under 5,000 or 
over 500,000. Specialists reached their peak at a 
slightly older age, 45 to 55, in cities of 50,000 to 1 
million, but the average is lower in cities of over 
1 million. 

For all physicians the average income increased 
with size of community until a peak of $12,766 
was reached in cities of 250,000 to 499,999 popu- 
lation, and then declined to $10,021 in cities of 
one million or more population. Average net in- 
come was lower in New York City than in Chi- 
cago for both general practitioners and specialists. 
Average income for all nonsalaried physicians in 
New York City was 25 per cent below the average 
for the entire country. Of the ten cities with the 
highest average net income for physicians, all were 
under 650,000 population. This difference in in- 
come in very large cities and medium cities is quite 
striking. An example brought out in this report 
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is that an average independent physician in 
Memphis, Tennessee, earned twice as much as his 
New York counterpart. 

Graphic presentation of average net income for 
both general practitioners and specialists is shown 
by age groups in Chart One, and by size of com- 
munity in Chart Two. Under age 35 the income is 
approximately the same, but the specialists’ income 
climbs to a high peak between the ages of 45-49 
and remains almost constant until age 59 when it 
drops sharply. General practitioners’ income rises 
more gradually to a high between the ages of 
40-44, and then declines less rapidly than the spe- 
cialists. 

There does not appear to be any correlation be- 
tween general practitioners’ income and full spe- 
cialists’ income by size of community. The full 
specialist shows a steady rise from towns of 2,500 
population to cities of 250,000, and then drops off. 
General practitioners’ income increases with size 
of community up to towns of 5,000 to 10,000 pop- 
ulation, then decreases with size of city until a 
population of 250,000 is reached. Average income 
is slightly higher in cities of 250,000 to 499,999 
and then drops again in larger cities. The income 
pattern for part specialist is similar except that the 


highest average income is in cities of 10,000 to 
25,000 population. It is interesting to note that in 
towns of 2,500 to cities under 25,000 the average 
income of part specialists is higher than full spe- 
cialists. (The ratio of full specialist to general prac- 
titioners and part specialist by size of community 
is shown in Table Four). The reason for this is 
not known, but it would appear that general prac- 
titioners who give special attention to one field 
have an opportunity for a higher net income in 
communities of 2,500 to 50,000 population. 

The average net income for all physicians by 
regions, from the highest to the lowest, was Far 
West — $12,827, Southwest — $12,228, Central — 
$12,012, Northwest—$11,257, Southeast—$11,159, 
Middle East—$9,772, and New England—$9,442. 

The Department of Commerce report, which 
was prepared by William Weinfeld of the Office of 
Business Economics, contains many tables and 
charts of the data showing both the median and 
the mean gross and net incomes of physicians by 
various classifications. In this summary only the 
mean, arithmetic average, is mentioned. The 
median is a position average and in some instances 
may be a more representative average than the 
mean. It was felt that it would be better to con- 


Table 1. Mean net income of physicians in general practice and fully specialized in independent practice, by age 


groups and size of community, 1949. 


GENERAL PRACTICE 


Size of Community All Under 


(Population) Ages 35 35-39 40-44 45-49 50-54 55-59 


$12,007 
11,903 
11,338 
11,260 
10,719 


$11,614 
11,164 
11,039 


Under 10,000 $8,920 $9,298 
10,000-24,999 9,874 9,177 
25,000-49,999 9,414 8,596 
50,000-99,999 9,466 8,929 
100,000-249,999 8,670 9,725 
250,000-499,999 9,537 10,324 11,384 12,828 13,489 9,764 9,812 
500,000-999,999 8,478 8,656 11,260 12,212 10,219 10,453 7,706 
1,000,000 & Over 7,231 6,649 7,912 8,834 9,963 7,767 6,960 


$12,424 
13,043 
12,403 
12,388 
11,128 


$10,852 $7,779 
10,014 9,587 
10,342 9,250 
13,050 11,399 9,818 
10,030 11,125 8,364 


United States $8,835 $9,054 $11,191 $11,758 $11,195 $10,043 $8,205 


FULLY SPECIALIZED 


Under 10,000 
10,000-24,999 
25,000-49,999 
50,000-99,999 
100,000-249,999 
250,000-499,999 
500,000-999,999 
1,000,000 & Over 


$13,043 
13,840 
14,867 
15,514 
15,771 
16,608 
15,862 
13,670 


$13,418 
13,332 
14,853 
14,709 
15,148 
14,581 
13,672 
11,496 


$15,807 
15,380 
17,462 
17,344 
18,790 
19,036 
16,881 
14,514 


$13,858 
17,397 
18,875 
20,176 
18,006 
19,706 
19,747 
16,203 


$14,787 
14,643 
17,282 
18,605 
17,411 
20,036 
19,155 
16,166 


$15,535 
14,968 
15,326 
16,704 
18,968 
18,039 
18,619 
18,775 


$11,162 
10,871 10,516 
13,326 5,896 
14,568 7,437 
14,299 8,456 
17,651 10,717 
17,965 11,810 
11,432 9,426 


$8,705 


United States $15,014 $13,838 $16,885 $18,125 $17,550 $17,863 $13,924 $9,383 
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60-64 65 & Over 
$6,584 $3,404 
7,100 4,667 
8,177 3,966 
6,900 4,555 
6,194 3,475 
8,540 3,732 
5,064 3,124 
4,618 3,282 
$6,337 $3,615 
$7,025 
9,383 
9,543 ve 
10,227 
10,424 a 
9,204 
7,480 
94 
ie 


Chart 1. Average net 
income of general prac- 
titioners and specialists 
by age groups, 1949. 


pet. income. in dollors 


25,000-. 50,000-~ 250,000. $00,000 1,000 


Chart 2. Average net in- 
come of general practi- 
tioners, part specialists, 
and full specialists by 
size of community, 1949. 
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sider only one average in this brief résumé, and 
the mean is a better known and more commonly 
used average. 

The income for specialists is given in consider- 
able detail. In this study the specialists with the 
highest income were as follows: 


Table 2. Average incomes in selected ialties by 
rank, 1949. 
NET 
1. Neurological Surgery $28,628 
2. Pathology 22,284 
3. Gynecology 19,283 
4. Orthopedic Surgery 18,809 
5. Roentgenology/Radiology 18,540 
6. Surgery (General) 17,765 
7. Obstetrics/Gynecology 17,102 
8. Neurology/Psychiatry 16,476 
9. Urology 16,370 
10. Cardiology 15,589 


The 1947 study, made by Medical Economics, 
ranked the specialists as follows for the ten highest 
net income specialties: 


Table 3. Average incomes in selected specialties by 
rank, 1947. 


NET 
1. Radiology/Roentgenology $20,319 
2. Obstetrics/Gynecology 17,320 
3. OALR 16,067 
4. Surgery 16,011 
5. Psychiatry 14,774 
6. Neuropsychiatry 14,371 
7. Ophthalmology 14,100 
8. Urology 13,848 
9. ALR 13,564 
10. Dermatology 13,458 


The over-all range of net income reported in 
1949 was from a loss of $5,000 to a net income of 
$200,000. Almost one out of every 100 physicians 
reported a net loss in 1949. 

Although most physicians are engaged in in- 
dependent practice without partners—about two- 
thirds of all physicians, those practicing in part- 


FINANCIAL EXPERIENCE OF BLUE SHIELD PLANS 


SEVENTY-EIGHT voluntary prepayment medical care plans reported a total income in excess of 
175 million dollars for the year 1950. Out of each premium dollar, 80 cents was paid to 
physicians for services rendered, 13 cents for administrative expenses, and 7 cents for reserves. 


nerships averaged a much higher net income. In 
1949 physicians in partnerships—about 14 per cent 
of all physicians—had an average net income of 
$17,722 as against $10,895 for those in solo 
practice. 

Salaried physicians, including those employed 
by other physicians, averaged a net income of 
$8,272, while all nonsalaried physicians in private 
practice averaged $11,858. About 22 per cent of 
all practicing physicians are on a salary basis. There 
is not such a wide difference on a regional basis 
between salaried physicians’ income as there is in 
the income of physicians in independent practice. 
This, of course, is to be expected since many sal- 
aried physicians are employed by agencies of the 
federal government. 


Table 4. Ratio of full specialists to general practitioners 
and part specialists by size of community. 


Gen. Practi- 

Size of Total tioners & Part —_ Full Special- 

Community Number Specialists Per _ists Per Cent 

(Population) Reporting Cent of Total of Total 
Under 1,000 1,153 96.5 3.5 
1,000-2,499 1,381 98.3 17 
2,500-4,999 1,272 94.4 5.6 
5,000-9,999 1,538 84.2 15.8 
10,000-24,999 2,320 69.2 30.8 
25,000-49,999 2,020 51.2 48.8 
50,000-99,999 2,048 48.0 52.0 
100,000-249,999 2,565 42.7 57.3 
250,000-499,999 1,833 40.9 59.1 
500,000-999,999 2,411 41.4 58.6 
1,000,000 & Over 4,394 50.3 49.7 

Total 23,070 59.5 40.5 


Based upon answers from 23,070 physicians in 
independent practice who reported in full on these 
questions, it appears that 60 per cent of the physi- 
cians are engaged in general practice, although 
some of them give special attention to one clinical 
field. In the smaller sized communities practically 
all physicians are engaged in general practice, and 
even in the largest cities 50 per cent of the physi- 
cians are general practitioners. 


GP @ Volume IV, Number 3 


. 
3 
4 
a 
, 


TRENDS AND EVENTS 


IN THE 


He Who Gets Slapped—Again and Again 


Compu sory health insurance has been slammed 
down once again in the halls of Congress. Before 
approving an amendment to the Federal Food and 
Drug Act early in August, the House made Oscar 
Ewing and socialized medicine the targets of bit- 
ter attack and then toned down the pending bill 
in a manner to curb the former's authority and 
demonstrate its antipathy to the latter. 

The present session of Congress still has at least 
another month to run, in all probability, but no 
important national health legislation will be en- 
acted before its close, if the decisiveness of the 
licking administered to Federal Security Adminis- 
trator Ewing is any criterion. Reason is that all 
pending bills of consequence—Federal aid to medi- 
cal schools, financial support of local public health 
units, and loan assistance to prepayment health 
plans, to mention the leading ones—provide for 
program operation by Federal Security Agency. 
And the disposition of Congress, the House in par- 
ticular, is to make no addition to the spending or 
administrative powers of F.S.A. chief, Mr. Ewing. 

For the same reason, the Administration plan to 
broaden scope of social security coverage by fur- 
nishing free hospitalization benefits to persons over 
age 65 stands less than the slightest chance of pas- 
sage this year. Although it is far less controversial 
than the health insurance issue, the fact that the 
scheme would add to Ewing’s administrative do- 
main is sufficient to elicit a Congressional thumbs 
down. 

“This bill,” said Rep. John T. Wood, Idaho 
Republican and a physician, during debate on the 
Food and Drug Act amendment, “proposes to give 
a bureaucrat the authority to specify a list of so- 
called dangerous drugs and promulgate the rules 
under which they may be sold or prescribed by 
physicians. . . . My own feeling is that it is about 
as useful as two thumbs on a hand would be.” 

In the form in which it passed the House, the 
bill authorizes oral refilling of prescriptions (as 
over the telephone, for example) but withholds 
authority from Ewing to formulate a list of poten- 
tially dangerous drugs dispensable by prescription 
only. The bill is now in hands of the Senate, where 
repetition of the battle is indicated. 
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Tax Revision to Be Considered 


Some time in September the Senate will begin 
consideration of a tax bill that is of particular in- 
terest and importance to physicians. It is the tax 
revision measure, overhauling virtually the entire 
revenue structure, and which includes the so-called 
Ives amendment permitting doctors and other per- 
sons belonging to vocational organizations to set 
aside tax-exempt funds for retirement. 

Support for the plan, under consideration by 
Senate Finance Committee, mounted during Au- 
gust and while its adoption is not certain, disinter- 
ested observers feel its chances are good. The spon- 
sor is Senator Irving Ives, New York Republican. 
American Medical Association and American Den- 
tal Association, as well as some state medical so- 
cieties, have informed the committee of their inter- 
est in the Ives amendment. 

The plan, in brief, authorizes those eligible to 
pay each year—tax free—10 per cent of their in- 


Senator Irving M. Ives, New York 
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come, or $7,500 (whichever figure is less), into the 
retirement fund. Organizations handling the money 
would require Treasury Department certification. 
Retirement benefits could be drawn beginning at 
age 60; earlier in event of total and permanent dis- 
ability. 

Professional people especially deserve a system 
of this kind, Senator Ives declared when he pre- 
sented his plan: 

“A doctor, for example, usually must intern one 
or two years and serve a period of residency for 
one to three years before he can begin to practice 
gainfully. Similarly, lawyers sometimes must serve 
clerkships before commencing active practice. 

“Lawyers and doctors are but two examples. 
The same requirement confronts actors, social 
workers and dentists. The time when a professional 
man can begin to provide actively for the old-age 
needs of himself and his fainily is constantly being 
pushed forward. Thus, he is left with fewer years 
to make money.” 

The Ives plan was not included in the tax bill 
which passed the House earlier this year. This 
means that if it is approved by the Senate, it will 
be taken up in joint House-Senate conference pre- 
ceding final enactment of the revenue measure. 


Dog Days—"’Health” Bills Droop 


With midsummer doldrums enveloping Capitol 
Hill, accompanied by large scale absenteeism and 
consequent difficulty in mustering quorums for 
House and Senate committee meetings, passage of 
little besides “must” bills—departmental appropri- 
ations, watered-down foreign military and economic 
aid, tax revision and very little more—need be an- 
ticipated before adjournment. 

Labor and Public Welfare Committee has 


pigeonholed a resolution sponsored by Senator 


be saved annually. 


| 


COST OF GOVERNMENT CAN BE REDUCED 


William Langer (R.,N.D.), calling for investiga- 
tion of the “cures” accomplished at Hoxsey Cancer 
Clinic, Dallas, Texas. The subcommittee on health 
legislation has voted to hold public hearings on 
bills providing for a national health survey, revival 
of the World War II program of financial! aid to 
servicemen’s families for obstetric and infant care 
(known for short as EMIC) and amendment of 
the Food and Drug Act. However, lateness of the 
session militates against enactment of these 
measures. 

Nor is it any more likely that Congress will pass 
the legislative reforms which a special Senate com- 
mittee recommended for increasing autonomy of 
Department of Medicine and Surgery in the Vet- 
erans Administration. With Senator Hubert H. 
Humphrey (D.,Minn.) as chairman, the group 
proposed that the V.A. law be amended to: (1) 
Increase the authority of its medical director, a post 
now held by Dr. Joel T. Boone; (2) provide for 
appointment of the medical director by the Presi- 
dent, rather than by the Veterans Administrator, 
just as the Surgeons General of Army, Navy, Air 
Force and Public Health Service are named by the 
White House; (3) reconstitute and redefine the 
functions of the Administrator’s Special Medical 
Advisory Group, whose present chairman is Dr. 
Charles Mayo, of Rochester, Minn. 

Notwithstanding this hiatus with reference to 
national health legislation, Senate and House mem- 
bers are paying close attention to factual data that 
is being compiled, some of which—like the Clark 
report on health insurance plans and the Com- 
merce Department monograph on physicians’ in- 
comes in 1949—already have been made public 
They are certain that health and medical care 
issues will play an important role in the political 
campaigns coming up in ’52 and they want to be 
prepared. 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

If the army, navy, and air force could agree on uniform underwear, 7 million dollars would 
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MEDICAL EXAMINATIONS FOR CIVIL 
AERONAUTICS ADMINISTRATION 


Recently it was announced that a system for appointing “designated physicians” as private 
pilot medical examiners for civil airmen had been established by the Civil Aeronautics Admin- 
istration. Members of the Academy will be pleased to learn that a list of Academy members 
has been submitted to each of the nine regional medical offices of the C. A. A. from which 
designated medical examiners are to be selected. The names were obtained from the Academy 
directory by the Medical Division of the C. A. A. Iu recognition of their superior attainment as 
members of the Academy, it is understood that preference will be given to Academy members 
in the selection of designated medical examiners. 

The following statement pertaining to this program and the nature of the physical examina- 
tions has been prepared for the information of members by Dr. S. A. Thomas, Deputy Chief 


of the Medical Division, Civil Aer tics Administration, and a member of the Academy in 


the District of Columbia. 


Safety Is No Accident 


More than nine out of ten private flying accidents 
are the result of human failure. 

Evaluation of human physical and emotional fit- 
ness is admittedly more difficult than the inspec- 
tion of an airplane for airworthiness. Yet, the nine 
to one ratio makes us wonder whether we as med- 
ical examiners have been less conscientious in 
certifying the pilot's physical fitness than the me- 
chanic who certifies the plane's airworthiness. 

Paradoxically, the apparently safe component of 
private flying, the airplane, must be disassembled 
and thoroughly inspected every twelve months. 
The unsafe component, the pilot, need be ex- 
amined only every twenty-four months. Further, 
the airworthiness of the plane must be certified by 
a specially trained aviation mechanic who is desig- 
nated by the Administrator of Civil Aeronautics. 
Until the present policy was adopted of designat- 
ing private pilot medical examiners, the pilot's 
physical fitness, in a majority of cases, was certi- 
fied by any licensed physician. 

The Medical Division of the Civil Aeronautics 
Administration is now designating selected physi- 
cians as private pilot medical examiners, who are 
interested in flying and aviation medicine. A special 
manual for private pilot medical examiners has 
been prepared to help the examining physician in 
his evaluation of the pilot's physical fitness. Desig- 
nated examiners will be authorized to examine and 
certify the pilot. We believe this new program will 
be an important step toward the reduction of 
human failure as a cause of private flying tragedies. 
The equipment needed for private pilot physical 
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examinations is usually available in every physi- 
cian’s office. The fees for these examinations are 
determined by the examiner. The administrative 
procedure involved with the reporting of the ex- 
amination and certification of the pilot are few and 
exceptionally simple. A certificate of designation, 
suitable for framing, will be issued to indicate the 
examiner's competency and_ trustworthiness. 

We believe that any physician who conscienti- 
ously examines and evaluates an individual’s phys- 
ical and emotional fitness for flying is contributing 
a very real service to his community. He is cer- 
tainly providing objective proof that private prac- 
tice of medicine is willing to accept its proper re- 
sponsibility in public safety and preventive medi- 
cine. 

We should like to encourage those men inter- 
ested in flying or aviation medicine to write the 
Regional Medical Officer of the Civil Aeronautics 
Administration for future information. Addresses 
of Civil Aeronautics Administration Regional Med- 
ical Offices and states within each region are as 
follows: 

Region One—New York International Airport, 
Jamaica (Long Island), New York (Maine, New 
Hampshire, Vermont, Massachusetts, Connecticut, 
Rhode Island, New York, Pennsylvania, New Jersey, 
Delaware, Maryland, West Virginia, Virginia, Dis- 
trict of Columbia.) 

Region Two—50 Seventh Street, N. E., Atlanta, 
Georgia (North Carolina, South Carolina, Georgia, 
Florida, Alabama, Mississippi, Tennessee.) 

Region Three—Chicago International Airport, Park 
Ridge, Illinois (Kentucky, Ohio, Indiana, Illinois, 
Michigan, Wisconsin, Minnesota, North Dakota.) 
Region Four—P. O. Box 1689, Fort Worth, Texas 
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(Louisiana, Arkansas, Texas, Oklahoma, New Mex.) 
Region Five—Ninth Floor, City Hall Building, 
Kansas City, Missouri (Missouri, lowa, Kansas, Ne- 
braska, South Dakota, Wyoming, Colorado.) 
Region Six—5651 West Manchester Avenue, Los 
Angeles 45, California (Arizona, Utah, Nevada, Cal- 


ifornia.) 


REMUNERATION OF GENERAL 


IN GREAT BRITAIN 


Necotrations between the General Medical Serv- 
ice Committee, which represents the profession, 
and the Minister of Health on remuneration for 
general practitioners in Great Britain, has been 
going on for the past three years. Remuneration for 
general practitioners is determined in a unique 
manner. The Ministry of Health has established 
a central pool of funds from which payment is 
made to all general practitioners. There are a num- 
ber of factors that determine the amount a given 
general practitioner will receive, but the over-all 
payment is limited by the size of the central pool. 

Apparently the amount of funds in the pool for 
remuneration of general practitioners is the balance 
of the funds budgeted for the entire National 
Health Service program after all other services have 
been allocated. Thus the money available for any 
increase in payment to general practitioners is not 
based upon the number of general practitioners or 
the services they perform, but rather on the savings 
that may be effected in other sections of the serv- 
ices, since the Ministry of Health is unwilling to 
ask for an increase in the total budget for the Na- 
tional Health Service. 

The basis for settlement as advanced by the pro- 
fession, as stated in the G.M.S.C. Report, is as 
follows: 

(1) “that in order to implement the recommenda- 
tions of the Spens Report, after its study of medical 
practice made some years ago, it is necessary to adjust 
the Pool by a percentage which adequately reflects 
both the change in the value of money and the in- 
crease which has, in fact, taken place since 1939 in 
incomes of other professions; 

(2) “that the Pool must be related accurately to 
the number of practitioners in the Service and re- 
viewed from time to time; 

(3) “that as in the opinion, of the Committee’s 


Region Seven—1225 Exchange Building, Seattle 
14, Washington (Oregon, Washington, Idaho, Mon- 
tana.) 

Region Eight—P. O. Box 440, Anchorage, Alaska 
(Alaska. 

Region Nine—P. O. Box 4009, Honolulu 12, T. 
H. CHawaii.) 


PRACTITIONERS 


Actuary a reasonable interpretation of the Govern- 
ment’s enquiry into practice expenses for the year 
ended March, 1950, showed a figure of 37.5 per cent, 
it is not unreasonable to assume that the promised re- 
view into practice expenses since that date will show 
that the proper figure today is at least 40 per cent.” 

So far the government has agreed that only gen- 
eral practitioners with less than 2,500 persons on 
their panel were receiving insufficient remunera- 
tion, and that an attempt would be made to in- 
crease the funds in the central pool to a very 
limited extent, two thousand pounds, to be used to 
raise the income of that group. Two courses were 
open to the profession, one to accept the limited 
improvement offered and continue to negotiate for 
complete settlement of the claims; the second was 
to reject the government’s offer and take the entire 
case to arbitration. 

The General Medical Service Committee called 
a special conference of local medical committees for 
July 19th to present the matter for study and 
recommendations. The final outcome of this con- 
ference was to reject the Minister of Health’s 
limited offer and submit the entire matter to a third 
party for arbitration. There is no established pro- 
cedure or machinery for arbitration under the Na- 
tional Health Service Act although the act does 
provide for its use if both parties consent. 

During the Annual Meeting of the British Medi- 
cal Association resolutions were introduced urging 
that the profession submit their resignations from 
the National Health Service unless a settlement 
can be reached on the basis listed. The progress 
made by the general practitioners in Great Britain 
in attempting to improve the conditions under 
which they practice as well as to increase their 
income will be a real test of the National Health 
Service System. 
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At THE Session on Military Medicine, during the 
American Medical Association meeting in Atlantic 
City, the recently-resigned* chairman of the Armed 
Forces Medical Policy Council, Dr. Richard L. 
Meiling, reviewed the development of medical 
service co-ordination with the military forces and 
outlined plans for the immediate future. 

“We are facing the severe test of devoting the 
same type of effort and of sacrifice to prevent a 
third world war that in the past we have devoted 
to winning a war. This is a novel experience . . .” 

Dr. Meiling reminded his listeners that we face 
a prolonged tension, possibly of 10 years’ duration, 
rather than an all-out war during which we can 
build our strength and resources—then pointed out 
what this meant to the medical profession: 

“First and foremost, our Armed Forces will re- 
quire approximately 13,000 physicians continually 
on active duty. This is based upon the ratio of 3.7 
physicians per thousand troop strength recom- 
mended by the Health Resources Advisory Com- 
mittee (Rusk Committee) of the Office of De- 
fense Mobilization and approved by the Depart- 
ment of Defense. Congress, upon recommendation 
of the medical and dental professional associations, 
enacted Public Law 779 (the doctor and dentist 
draft bill) as a (temporary) “control measure” to 
assure by legislation the availability of sufficient 
medical manpower to meet the Armed Forces’ 
needs. We must plan together some new means to 
meet this military requirement over a period of 
ten or more years. 

“We might well consider,” he said, “the merits 
of plans currently operating in other democratic 
countries, whereby each medical graduate serves 
his country, the same as each 18- or 19-year-old 
under Universal Military Service, for a prescribed 
period of time. This could be in several small in- 
crements or in one single increment of time de- 
pending on the individual and the military needs. 
Personally, I feel such a plan has great merit, 
rather than to overly expand the regular service to 
meet the anticipated demands. We must realize 
that with a force of 3.5 million men under arms 


*Shortly after the Atlantic City meeting, Dr. Meéiling 
relinquished his chairmanship of the Council, to return to 
his position as Professor of Obstetrics and Gynecology at 
Ohio State University. He has been on leave of absence 
from his faculty post for the past two years. 
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MEILING DISCUSSES MILITARY MEDICINE 


many of the traditional facilities usual to a force 
of 185,000 Cas in 1938) must be modified by prac- 
tical considerations.” 

Dr. Meiling emphasized that: “Today, no 
United States military patient is more than 30 to 
36 flying hours from the specialized and definitive 
care hospitals of continental United States. It is 
no longer practical to build, staff, or operate dupli- 
cating systems of specialized and definitive care 
hospitals in overseas areas and in continental 
United States as we did in World War II. Each 
military patient overseas requires five able-bodied 
non-combatants to provide for him. Each of these 
requires approximately eight-tenths of a ton of sup- 
plies (food, clothing, etc.) each thirty days. 

“With the rapid movement of patients back to 
the United States, careful screening must be ac- 
complished at overseas areas, and I’m certain that 
some changes in our present accepted surgical and 
medical treatment methods will be forthcoming. 


Utilizing Facilities 


“Military patients who are not to be returned 
to active duty can be transferred without delay to 
the Veterans Administration hospitals, thus utiliz- 
ing those excellent facilities and relieving the 
Armed Forces of this duplicating responsibility. 
The new Veterans Administration Hospital Sys- 
tem of approximately 130,000 beds is an addition 
to our governmental medical services since World 
War II which must be fully considered. . . . 

“The United Nations forces fighting in Korea, 
with units from some sixteen nations, have given 
us a preview of the medical and hospital co-ordina- 
tion problems of these military forces and opera- 
tions. The development of the North Atlantic Pact 
Nations Forces in Europe poses still additional 
problems in the medical field. We must recognize 
these problems and dare not attempt their solu- 
tion on the basis of nationalist ideas, provincialism, 
or selfish pride in our own medical standards or 
advancements. Full recognition of the medical pro- 
grams, customs, and policies of our allies is as nec- 
essary as is the recognition of our allies’ proficiency 
of arms, in the development of a successful military 
operation under co-ordinated command regardless 
of the nationality or arm of the commander, his 
staff or his medical chiefs.” 
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The whole Sandberg family goes in for it—philately. Here are James, Dad, Mother, and Douglas with their albums. 


After Hours 


MY HOBBY IS STAMP COLLECTING 


° BY T. DOUGLAS SANDBERG, M.D. 


My nosy is one which | share with many of the 
great men of our times. Stamp collecting is some- 
thing not dependent upon time or elements; it can 
be enjoyed no matter what the weather, at any 
hour of the day or night. Most of the work with 


2 my collection is done at night, after a trying day 
4 in the office, and after a series of house and hos- 
oy pital calls. A quiet hour or two spent with stamps 


serves as a fine sedative. 
I inherited my interest in stamps from my father, 
’ a versatile man, who collected them all his life 
and who obtained much enjoyment from his con- 
tact with the world through this medium. As a 
E ° boy, I watched his interest grow, and absorbed 
- some of the enthusiasm that he had in his collec- 
tion. However, after his death, the choice of a 
career demanded all my attention. It was only after 
coming to Florida to practice medicine that my in- 

terest was revived. 

Today, after reading medical journals, the one 
magazine | always find time to glance through is 
the Stamps Magazine. It is a great source of relaxa- 
tion just to read the advertisements, or to check 
on new issues of stamps in the world. There is a 
stimulus here which leads to further reading, to re- i 
search, and to actual study of world events. For ex-  dyrerrrrresccerrersres nana 
ample, if a new stamp is to be issued in commemo- 
ration of some individual or event, I usually want 
to know who he is, or was, what the event was, and 
why the commemoration. It may mean research in 
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wrares 


Careful examination of new stamps 
takes Dr. Sandberg’s mind off any 

; worries. The ten stamps below represent 
« a portion of his collection from abroad. 
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an encyclopedia, or history, or biography, but this 
is necessary to understand the occasion for the 
honor. Such study helps to keep the mind alert 
and to broaden one’s general knowledge. 

A stamp given to me by a patient may send me 
on a research expedition. A new country? Where 
is it? Who rules it? If you want to know how 
many such places there are, just study a stamp 
catalogue. One cannot grow stale and study stamps 
at the same time. Besides the location and people, 
we must know and appreciate the money value of 
each country. Monetary standards vary so widely 
that we must understand the system of each coun- 
try to enjoy our stamps. 

Money brings me to another fine point in stamp 
collecting. Such a collection is a splendid invest- 
ment, looking at it from any angle. Each new issue 
increases in value with the passing years. Some of 
our earlier American issues are worth fabulous 
amounts, and many run into three and four figures. 
With each new addition to my collection, I feel a 
sense of pride and achievement. A hundred dollars 
invested—I do not say spent—in a rare stamp today 
5 is as good as placing money in the bank with in- 
terest at more than double the usual rate. 

There is another phase to stamp collecting that 
appeals to a professional man. My everyday work 
is tied up closely with laboratory findings. In work- 
ing with the stamps, there is much detail work 
such as determining watermarks. Sometimes this 
is tedious, and requires the use of a powerful 
magnifying glass. Besides that, the small perfora- 
tions around the stamps sometimes determine the 


year the stamp was issued. All this requires com- 
plete attention, and thereby keeps the mind free 
from medical worries. It is a scientific study to 
anyone, and is immensely interesting. 

Another factor in my hobby that I consider im- 
portant is the fact that it helps knit the family to- 
gether. In this age when there is a tendency to 
break family unity and for each member to go his 
or her own way, any hobby which may be de- 
veloped within the family is worth considering. 
Each member of my family of five has one or more . 
albums. The children were started out at an early 
age to collect stamps, and paste them in the proper 
places in the books. Today both boys, pre-med stu- - 
dents in college, are still interested in collecting 
stamps and have very nice albums. Even our little 
girl has a book of her own, and loves to put her 
own stamps in it. My wife has become interested 
in stamps by force of association, and it is really 
she who does most of the tedious work in the 
books. Just the other day, one of the boys remarked 
that if a man wanted to be a good stamp collector, 
he should have a wife who was interested in them 
too, to do all the work! However, we while away 
many enthusiastic hours together, and are proud of 
our work. 

Most stamp collectors began their hobby when . 
they were little boys and found their first interest- 
ing and unusual stamps. Many of these little boys 
grew up to become kings and presidents and great : 
men of the world. When you look for relaxation 
after a hard day of practice, why not try collecting 
stamps yourself! 


7h 


“| beg your pardon—would you mind removing your hat?” 
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WITHOUT OIL IN CONSTIPATION 


Turicum combines methylcellulose in hydrated form with magnesium 
hydroxide in less-than-laxative dosage to maintain hydration through- 
out the bowel. 


The methylcellulose passes through the stomach and small in- 
testine without digestive breakdown; mixes with the fecal residue in 
the colon, incorporating dry particles in its mass. 


The osmotic effect of magnesium hydroxide assures the presence 
of adequate water as the dry fecal material is brought into the gel. 


Thus easy passage is accomplished without stimulant cathartics. 


Turicum is unique as a non-oily lubricoid, fecal-softening agent, acting in a rational 
manner to restore the normal pattern of bowel function. With Turicum there is no 
bloating—no danger of impaction, lipid pneumonia or leakage, and no interference 
with utilization of oil-soluble vitamins. 


Average dose: one to two tablespoonfuls. 
Available in pint bottles. 
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McGavack’s 


ANOTHER MOSBY BOOK 


The Thyroid 


IN WHICH THE AUTHOR FILLS A REAL NEED IN MEDICAL LITERATURE WITH 


A COMPREHENSIVE EXPOSITION OF THE EXISTING FACTUAL MATERIAL ON 


THE 


New interest in the goitrogenic compounds and 
the realization of their potential influence upon 
the human thyroid has been the starting point 
for studying the chemical, enzymatic and hor- 
monal behavior of the thyroid at predetermined 
levels of physiological activity and in diseased 
states of known type. 


1. Put down the major contributions of recent 
years in such fashion as to make them readily 
available to the undergraduate student, investi- 
gator and internist alike. 


2. Expressed his own viewpoint clearly, when- 
ever possible, indicating his leaning in regard to 
questions legitimately in dispute. 


IMPORTANT AND FASCINATING SUBJECT OF THE THYROID GLAND. 
x kkk 


The combined forward movements in the 
investigation of the thyroid have created a wealth 
of material which Dr. McGavack has carefully 
distilled. In his long study of the subject, he ac- 
quired the art of distinguishing what is useful and 
important—and the result is a very fine book of 


the utmost value to either student or practitioner. 


SUMMARIZING THE BOOK, DR. McGAVACK HAS: 


3. Presented a rationalization of the chemistry 
and physiology of the thyroid, with the practical 
needs of the busy doctor in mind—and at the 
same time sufficiently documented for the re- 
searcher and student. 


4. Described the diseases of the thyroid in rela- 
tion to the newer understanding of its physiology 
—and has stated the clinical features and man- 
agement of these diseases with real simplicity. 


5. Turned over the surgical approach to the 
thyroid to well qualfied surgeons whose contri- 
bution forms a separate section of the book. The 
historical chapter has also been segregated. 


By THOMAS HODGE McGAVACK, B.A., M.D., F.A.C.P. 


Professor of Clinical Medicine, New York Medi- 
cal College; Director of the New York Medical 
College, Metropolitan Hospital Research Unit. 

With a Section of Surgery by JAMES M. WIN- 
FIELD, B.A., M.D., F.A.C.S., Professor and 
Director of Surgery, New York Medical College; 
and WALTER L. MERSHEIMER, B.S., M.D., 


Order Gorm 


F.A.C.S., Associate Professor of Surgery, New 
York Medical College: and a Section on History 
by DOROTHY B. SPEAR, Ph.B., Librarian, and 
THOMAS HODGE McGAVACK. 


646 pages, illustrated. Price, $13.50. 


The C. V. Mosby Company GP 9-51 


3207 Washington Blvd., St. Louis 3, Mo. 


Please send me: 
McGavack’s THE THYROID ($13.50) 


(_] Enclosed find check. 


(CJ Charge my account. 
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Therapeutics in Internal Medicine. Edited by Franklin 
A. Kyser, M.D. Pp. 715. Price, $12.00. Thos. S. Nel- 
son & Sons, New York, 1950. 


If a single volume on therapeutics is to be useful, 
it must meet two requirements. Presentation must be 
concise and information must be quickly found. The 
readiness with which information may be found is 
more important than commonly recognized. In ac- 
tual use, the first section consulted in such a work 
as this is usually the index. It must be adequate. 
This volume meets both requirements. The index 
covers 29 pages and includes more than 8,000 items. 
The text is clear. 

Presentation of subjects is by essay. Apparently the 
discussions prepared by the various authors have not 
been edited a great deal since there is considerable 
variation in style. No outlining has been done. In 
spite of this the articles are all clearly written and 
devoid of unnecessary verbiage. Following many of 
the articles there is a selected reference list. 

Since surgical conditions are not discussed, the 
editor has been able to include subjects in the field 
of internal medicine not found in other volumes of 
this type. Many are rare and will not be frequently 
encountered in general practice. They do make for 
more complete coverage of the field indicated in the 
title. 

Arrangement is practical. Infectious diseases con- 
stitute one chapter and these are divided into bac- 
terial, viral, fungous, rickettsial, and other groups. 
Most diseases are discussed by systems. Therapeutic 
agents are not discussed as separate subjects except 
for a short article on terramycin and a chapter on 
ACTH and Cortisone. There is a chapter on common 
poisoning which is useful in emergency. The article 
on diabetes is fairly extensive, covering 24 pages. 

Brief discussion on diagnosis creeps into a few ar- 
ticles but for the most part it has been eliminated. 
This is correct even though there are times when the 
reader would like to have a few hints in that direc- 
tion. Perhaps the editor will find time some day to 
prepare a companion volume with a parallel table 
of contents but subject matter limited strictly to 
diagnosis. 

Some economies are evident in the printing. Paper 
is thin and unsurfaced. Margins are narrow. There are 
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Che Practitioner’s Bookshelf 


few tables and few diagrams. Type size, however, is 
adequate for easy reading and the imprint is clear. 
Neither the editor's preface nor the publisher's de- 
scription of the book include any statement as to 
future revisions. It is to be hoped that it will be re- 
vised frequently enough to keep it as up to date as it 
now is. In the present, fast-moving world that means 
about once a year. Just at present it is a book which 
stands up well under the test of fairly regular use 
in actual practice. —Hersert L. Hartcey, M.D. 


The Medical Clinics of North America: (Chicago Number). 
Edited by Wright Adams, M.D. Pp. 298. W. B. 
Saunders Company, Philadelphia, 1951. 


This volume, the Chicago issue of the well-known 
publication, is the work of 34 contributors. Twenty- 
four of these, including the editor, are from the Uni- 
versity of Chicago. 

It is very much up to date and practical. An article 
on low sodium, high protein diet in cirrhosis applies 
to other conditions requiring low sodium. It includes 
nine pages of diet lists, recipes, and specific instruc- 
tions for preparation of foods. A common sense ar- 
ticle on penicillin contains much usable material. Dis- 
cussion of psychiatric manifestations found in early 
cerebral changes due to essential hypertension is in- 
teresting. It explains some of the personality changes 
one sees occasionally. Altogether there are twenty 
well-written articles, most of them discussing prob- 
lems encountered rather frequently by the practitioner 
who deals with adults. 

—Hersert L. Harrrey, M.D. 


Sexual Fear. By Edwin W. Hirsch, M.D. Price, $3.00. 
Garden City Publishers. 


This book is written by a man who evidently has 
a wide experience in medicine and a broad historical 
knowledge. As an historical review of sex and its 
problems, it is a book of value, but it is not to be 
recommended for use by the general practitioner. 

The main thought of the book is the unhealthy at- 
titude that today’s society takes toward sex. Although 
there is some valuable information in the book, it is 
more of a review of sexual ideas that exist, and why 
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(Announcing 
the CNew 


A GUIDE TO GENERAL 
MEDICAL PRACTICE 


by M. G. Vorhaus, M.D. “The interne and resi- 
dent, the younger man just getting started can do 
no better than to consult this book which deals 
with the specific rather than with the general. The 
established physician will welcome the methods of 
managing patients.’’ CLINICAL MEDICINE 


244 pages $3.50 


The Macmillan Company 
60 Fifth Avenue, New York 11 


Please send me on approval the books checked below when they 
are published. I will then either remit in full or return the books in 


ten days. 


() Tonsit AND ALLIED PROBLEMS 
A To GENERAL MEDICAL PRACTICE 


C) Hospirat STAFF APPOINTMENTS OF PHYSICIANS IN NYC 


Name. 


by Roy H. Parkinson, M.D., F.A.C.S. This is the ONLY 
text to date that gives satisfactory details, technics, and 


Ready in Sept. 


TONSIL and ALLIED 
PROBLEMS 


dangers of complications in tonsillectomy—the most fre- 
quently performed operational procedure. Dr. Parkinson, 
widely known in the otolaryngology field, presents here an 
accurate, painstaking, and comprehensive study of the sub- 
ject including minute embryology, histology, and anatomy 


as well as surgical anatomy and clinical applications. 


over 200 illus. prob. $12.00 


HOSPITAL STAFF APPOINT- 
MENTS of Physicians in NYC 


by the Hospital Council of Greater N. Y. Here is 
the Committee’s report of its study to determine 
the various methods of appointing doctors to staff 
positions in N. Y. hospitals. This work will be of 
interest to hospital administrators, chiefs of serv- 
ice, and medical groups throughout the country, 
since conditions prevalent in N. Y. are doubtless 
applicable in other areas. 
In preparation 


prob. $4.50 


Macmillan 
Books 


Adress 
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they do, rather than a book that will help the physi- 
cian in making diagnoses and selecting proper treat- 
ment for patients suffering from sexual disorders. 
Those who are interested in the history of ancient 
civilizations in regard to sexual customs and prob- 
lems and their influence on today’s outlook, will find 
the book informative. —Arcu Watts, M.D. 


Blood Clotting and Allied Problems. Edited by Joseph E. 
Flynn. Pp. 224. Price, $3.00. Josiah Macy, Jr., Foun- 
dation, New York, 1950. 


This represents the transactions of the Third Con- 
ference on Blood Clotting and Allied Problems which 
was held in January of 1950. 

Such problems as the interrelationship of pro- 
thrombin, prothrombinogen and labile factor, the 
technique of the prothrombin tests, the complexities 
of the effects of Dicumarol, and the uses of various 
anticoagulants including Paritol and Phenylindandi- 
one are considered by such authorities as Quick, 
Tocantins, Brinkhous, Ferguson, Mann, and Wright. 
This, therefore, represents a valuable account of the 
thinking of the leaders in the field as of January, 1950. 

The book is useful for those interested in investi- 
gation but has no special value for the general prac- 
titioner. —M. M. Wintrose, M.D. 


Introduction to Psychiatry. By Biddle and van Sickel. Pp. 
344. 2nd Ed. W. B. Saunders Company, Philadelphia. 


This is a standard textbook used in the teaching of 
nurses and associated personnel in training for the 
care and treatment of patients in mental hospitals. 
This edition has been improved and expanded over 
the previous edition. The book will be of little use 
to physicians unless they are engaged in teaching, 
and for this purpose this book should prove to be a 
satisfactory class text. 

—STanLey R. Truman, M.D. 


Handbook of Pediatric Medical Emergencies. By Adolph 
G. DeSanctis, M.D., and Charles Varga, M.D. Pp. 
284 with 51 illus. Price, $5.00. The C. V. Mosby 
Company, St. Louis, 1951. 


This is a valuable quick reference handbook for 
both pediatricians and general practitioners. It should 
be within easy reach of every physician who has 
children patients. 

The material in the book is based upon the au- 
thors’ experience in the Pediatric Department of the 
Post-Graduate Medical School, New York University- 
Bellevue Medical Center. It includes contributions 
by thirteen members of the staff. 

It is clear, concise, and well integrated. Different 
specialists have been able to contribute without break- 
ing the book into piecemeal essays, as so often hap- 
pens when medical writers collaborate. Especially im- 
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portant is the method, which we have seen in no 
other book, of quick references at the top of each 
page. In addition there is an unusually complete in- 
dex. Both of these features add to the value of the 
book for emergency use. 

The book is not intended as a complete pediatric 
textbook, but in the field of emergency treatment it 
is unexcelled. Especially valuable are the sections on 
poisoning, drowning, and convulsions. Although the 
book is based upon hospital experience, it contains 
much that should be of value to the general practi- 
tioner caring for cases in the home. Dr. DeSanctis 
and his associates have produced a volume which 
will be widely used and be the means of saving many 
lives. —Reuet Benson, M.D. 


Studies in Lobotomy. By Milton Greenblatt, M.D., Rob- 
ert Arnot, M.D., and Harry C. Solomon, M.D. Pp. 
495. Price, $10.00. Grune & Stratton, New York, 
1950. 


This is a valuable book with twenty-four chapters 
and a summary. An effort is made to answer the ques- 
tions that have come up in regard to prefrontal lobot- 
omy. Every practicing physician will want to know 
something about this subject if only for the purpose of 
advising and reassuring persons who have relatives in 
psychiatric institutions. 

As Drs. Greenblatt and Solomon say in the sum- 
mary, it is still impossible to prophesy how much 
benefit the operation will bring to a particular pa- 
tient. Some conditions will be improved while others 
may be worse. Usually tension, apprehension, fear, 
concern, worry and agitation are greatly reduced or 
abolished. Excitement, aggressive and assaultive be- 
havior, emotional outbursts and rage-like exhibitions, 
although occasionally intensified right after the oper- 
ation, tend to diminish within a few weeks or months. 
Paranoid ideas tend to lessen to the vanishing point. 
Obsessive thinking becomes less distracting, compul- 
sive actions no longer occur, and ritualistic behavior 
ceases. Long-standing hallucinations may be less 
troublesome. Patients sometimes become more active 
than they were before. 

The operation is generally performed on patients 
with chronic manic depressive psychosis, involutional 
melancholia, obsessive compulsive neurosis and schizo- 
phrenia. The chronic, rather hopeless cases are the 
ones in which most benefit can be looked for. As the 
authors say, after these persons have been ill a year 
and have not been helped by either convulsive or in- 
sulin shock therapies, one must think of lobotomy. 
Certainly, after two years of illness, the recovery rate 
of schizophrenics is very low. About all one has left 
then is the operation. 

Good results are obtained with the paranoid psy- 
choses, and with some psychoses associated with or- 
ganic disease of the brain. The operation sometimes 
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acufe 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


deficiencies 


» 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


helps in cases of intractable pain. It may help persons 
who have a strong drive toward suicide. It is not 
likely to help persons with a psychopathic personality. 
One postoperative difficulty with many of the pa- 
tients is that the leukotomy removes moral and social 
senses. On page 175 the statement is made that gen- 
erally after even a successful operation, the patient 
does not live up to the standards of activity character- 
istic of him before he fell ill. He tends to lose interest 
in life. —W. C. Atvarez, M.D. 


Heart Disease, Its Diagnosis and Treatment. By Emanuel 
Goldberger, M.D. Pp. 651 with 90 illus. Price, $4.00. 
Lea & Febiger, Philadelphia, 1951. 


In the reviewer's opinion, this is one of the best 
of all medium-sized books on the general subject of 
heart disease. It is well written, contains a good bibli- 
ography, and although it evidently represents the 
author’s personal views, the opinions expressed are 
almost entirely those prevalently accepted. It is es- 
pecially commendable for its completeness and a nice 
combination of the practical and academic approach 
to diagnosis and treatment. 

The brevity of this comment is an indication of 
the reviewer's approval. There are practically no im- 
portant aspects of heart disease which are not dis- 
cussed simply and adequately, a possible exception 
being that the reviewer believes that more attention 
should have been given to the surgical correction of 
valvular defects. Even electrocardiography is presented 
more clearly than in most books devoted exclusively 
to that subject and in a manner easily understandable 
to those previously unfamiliar with it. Dr. Gold- 
berger’s book is confidently recommended both to 
general practitioners as a standard text and to cardi- 
ologists as a quick reference work. 


—Louis B. Laprtace, M.D. 


Diabetes Mellitus: Principles and Treatment. By Garfield 
G. Duncan, M.D. Pp. 289. Price, $5.75. W. B. 
Saunders Company, Philadelphia, 1951. 


Although this monograph fills no important gap, 
it is a good buy for the physician who needs an up- 
to-date reference text on diabetes. 

The physiologic doctrines are standard, and the 
principles of treatment are in the tradition of meticu- 
lous control of blood sugar levels. 

The book has the merit of brevity and rarely shows 
a tendency to include methods of treatment which 
are outside the author’s personal experience. The sec- 
tions on treatment are remarkably lucid and thorough, 
due in large measure to the excellent diagrams, 
charts, and tables. Although the bibliography is not 
voluminous, all references are to recent articles which 
should be readily accessible to any physician. Format, 
printing, and binding are excellent. 

—Hucu H. Hussey, M.D. 
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Symposium on the Healthy Personality. Edited by Mil- 
ton § E. Senn, M.D. Pp. 298. Price, $2.50. Josiah 
Macy, Jr., Foundation, New York. 


This book comprises three papers and the related 
discussions that took place at the Macy Foundation 
Conferences which were undertaken at the request 
of the Midcentury White Howse Conference Fact 
Finding Committee. The papers reported here are 
Growth and Crisis of the Healthy Personality, Erik 
H. Erikson; Constitutional and Prenatal Factors in 
Infant and Child Health, M. F. Ashley Montagu; 
and Toward a Social Psychology of Mental Health, 
Marie Jahoda. These contributions were largely re- 
sponsible for the material contained in part one and 
in some measure to part two of Children and Youth 
at the Midcentury, the fact finding report of the 
Midcentury White House Conference on Children 
and Youth. (This should be read by every physician, 
teacher, and parent as it comprises a remarkable ab- 
stract of current views and knowledge on social, 
psychological, educational and medical philosophies, 
institutions, and practices.) 

The papers in this symposium under review will 
provide stimulating and provocative material for those 
who like to explore in the realm of thoughts and 
ideas, particularly in the fields of psychology, psychi- 
atry, pediatrics, and education. The discussions are 
sometimes hard to follow and occasionally get rather 
far afield but are still interesting. More vigorous 
editing would have made them easier to read but 
would have removed some of the spontaneity of 
thought and feeling. The criticisms are real and chal- 
lenge the ideas of the essayists and are a welcome 
relief from the flowery expressions of congratulation 
that have too often become the only comments in the 
so-called discussion of medical papers. Erikson’s paper 
is a little hard to read because of his bad habit of 
writing very complex sentences. The book is defi- 
nitely not bedtime reading but your reviewer found 
it interesting and valuable. 

R. Truman, M.D. 


An Introduction to Universal Serologic Reaction in Health 
and Disease. By Reuben L. Kahn, M.D. Pp. 155. 
Price, $3.50. The Commonwealth Fund, New York, 
1951. 


For the last quarter of a century, laboratories have 
been using Kahn’s test for syphilis. While studying 
false positives, he found that practically everyone 
reacts in some way to a lipid antigen. Every indi- 
vidual gives a certain type of reaction, one which re- 
mains constant so long as he is in good health, but 
changes if he gets leprosy, malaria, tuberculosis, yaws, 
or syphilis. 

So far, the technique is rather time-consuming, and 
Kahn feels that it cannot be used routinely. He feels 
that this book is in the nature of a preliminary report. 
However, it seems clear that Kahn has made a fine 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 


given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, truly therapeutic dosages. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQuiBB 


SQUIBB 


—T. €. R. SQUIBS & SONS 
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A “short cut’”’ to control of edema 


in ambulatory congestive failure cases 


limited activity — mercurial injections ry 


‘Resotlec’ 
control of 
edema 


edematous 
state 


O low sodium diet 


4 7 
R e S 0 ( e C for sodium removal 


‘Resodec’ will permit many of your ambulatory patients— 


in the mild or moderately severe stages of congestive failure— 
to return to more nearly normal living. Because it brings 

the patient into the compensated state, ‘Resodec’ usually 
reduces the hardships that formerly had to be imposed 

in these cases, i.e., (1) limited activity, (2) rigid sodiurn a 


restriction, and (3) mercurial injections. 


‘Resodec’ restores sodium balance AjA 


Smith, Kline & French Laboratories, Philadelphia - 


‘Resodec’—S.K.F.’s Trademark for their polycarboxylic cation exchange resin y 


GP @ Volume IV, Number 3 


= 
i 
= 
} 
4 
ae % 
% 
Tee 
Sd 
| 
; 
a 
° 


discovery which will be of great value in the medicine 
of the future. Heretofore, Kahn reactions obtained in 
the absence of syphilis have been looked on as false 
positives. Now it is evident that the reaction to syphi- 
lis is only one of many positives to several diseases. 
In cases of tuberculosis much of the reaction ap- 
pears to be due to the destruction of tissue by the 
disease. Interesting is the discovery that the reaction 
to yaws can be distinguished from that of syphilis. 
There is a characteristic reaction to leprosy and an- 
other to malaria. —W. C. Atvarez, M.D. 


immunology. By Noble Pierce Sherwood, M.D. Pp. 731. 
Price, $8.00. The C. V. Mosby Company, St. Louis, 
1951. 


This volume on immunology is the third such 
book published by Dr. Sherwood. It is written largely 
for medical students and is used as a textbook in 
medical schools. The book has been completely re- 
written, and has a vast amount of material and a 
large bibliography at the end of each chapter. It is 
probably more a textbook than it is a guide for gen- 
eral practitioners. Anyone interested in reference work 
in immunology will be interested in this fine book. 

—J. P. Sanpers, M.D. 


Cybernetics. Ed. by Heinz Von Foerster. Pp. 251. Price, 
$3.50. The Josiah Macy, Jr., Foundation, New York. 


The transactions of the Seventh Conference on 
Cybernetics in March, 1950, have been collected, 
edited, and published under the auspices of the 
Josiah Macy, Jr., Foundation. The Conference, in 
bringing together a group of outstanding scientists 
from different fields in informal friendly discussion, 
has attempted to overcome some of the blind spots 
in scientific investigation, intercommunication, and 
dissemination of information resulting from extensive 
specialization. It is hoped that scientists with a va- 
riety of technical backgrounds who are concerned 
with a common problem, may through the informal 
interchange get new ideas or correct old ones, and 
find new ways for co-operation and communication. 

Seven discussions concerning the common problem 
of language and communication are presented from 
different specialized approaches. The ideas and theo- 
retical viewpoints are presented in a nascent and de- 
veloping state. They are extremely complex and while 
advanced, are highly problematical and theoretical. 
A considerable degree of specialized knowledge, and 
a willingness for slow, serious, reflective contempla- 
tion are necessary to derive profit from reading this 
book. It is a valuable book for a number of specialized 
categories such as semanticists, philologists, psycholo- 
gists, psychiatrists, anthropologists, and a variety of 
other disciplines. 

—SteveEN HamMMmerman, M.D. 
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Babe in a House. By Mollie Stevens Smart. Pp. 212. 
Price, $2.75. Charles Scribner’s Sons, New York, 1950. 


Every mother with a new baby is confronted with 
innumerable problems that arise almost daily to vex 
her, and which appear inexorably during every phase 
of the child’s development. She asks herself, shall I 
use the modern trend of self-regulation and the rock- 
ing chair or the modern trend of twenty years ago— 
the strict schedule? Shall I buy a frilly bassinet and 
some elegant clothes for him or let him be comfort- 
able in a diaper? Shall I buy educational toys for 
him or just give him a big, wooden spoon? Shall I 
feed him by schedule or whenever he begins to 
clamor? 

All of these perplexing problems and many more 
are presented in this book in a lively, very readable, 
and informative manner. The author approaches a 
situation from the economic and social standpoint as 
well as the physical. For instance, she states, if the 
family circle is large, if the mother cannot afford the 
services of a maid, and if the members are, by nature, 
time-bound, then the schedule of regular feedings is 
advisable. After all, she says, no one has proved con- 
clusively which is the better method, so why not adopt 
that one which is more convenient and which will 
insure the utmost harmony within the family circle. 

Mrs. Smart has managed very capably in 212 pages 
to discuss with brevity and clarity the many questions 
that inevitably come when a baby enters the house. 
The book is recommended as interesting and educa- 
tional and very much down-to-earth. 

—Mrs. Artuur N. Jay 


Clinical Heart Disease. By Samuel A. Levine, M.D., 
F.A.C.P. Pp. 556. Price, $7.75. W. B. Saunders Com- 
pany, Philadelphia, 1951. 


The fourth edition of this well-known work will 
undoubtedly maintain the wide popularity of the 
earlier editions. It has been extensively revised par- 
ticularly to encompass advances in congenital heart 
disease, bacterial endocarditis, mechanisms of develop- 
ment of heart failure, anticoagulant therapy, and 
surgery of the heart. The chapter on clinical electro- 
cardiography has been completely rewritten by Dr. 
Harold D. Levine, occupies 200 pages of the text, 
and is the only chapter containing illustrations. 

This new edition retains the organization of the 
original. It is arranged as a series of monographs on 
the main topics of cardiac disorders. It is obvious 
throughout that the author writes mainly from a 
tremendous fund of personal experience. His style 
makes reading a pleasure. He delivers practical bed- 
side information in a way that makes learning pain- 
less. The book should have a strong appeal to general 
practitioners, internists, house officers, and medical 
students. —Hucu H. Hussey, M.D. 


‘a 
j 
4 
113 
Ae 


Antipyretic 
Antirheumatic 
ction 


ai times as potent as ea 
_ 6 times as potent as Acetylsalicylie 


Safe — Less Toxic than Aspiri 

No Gastric Distress. 

Pain Relief — Rapid 

WHAT IT IS- Each SALAMIDE table 


Sclicylamide (o- Hydroxybenzamide 
derivative of salicylic acid. 


SUPPLIED: Bottles ad 100, ond 
SAMPLES REQUEST.» 


Postgraduate Lectures on Orthopaedic Diagnosis and 
Indications. By Arthur Steindler, M.D. Pp. 198. Price, 
$6.00. Vol. II. Charles C Thomas Company, Spring- 
field, Ill. 


This book deals with paralytic disabilities and static 
disability. The author, one of the world’s outstanding 
surgeons in orthopedics and with the enormous ad- 
vantage of a vast clinical experience, has in many of 
his published works treated subjects with such detail 
that the general practitioner might have found some 
of them to be difficult reading. However, this book 
deals with poliomyelitis and spastic paralysis in a 
most excellent and readable manner. It is authorita- 
tive, covers the subjects extremely well, and yet is 
not too detailed in any manner. 

The author also covers, under static disabilities, 
low-back pain, idiopathic scoliosis, internal derange- 
ment of the knee joint, and static deformities of the 
foot and ankle in a very complete manner. 

The section of the book dealing with low-back 
pain would, in itself, recommend the book for a place 
in the library of the general practitioner, but all of 
the other subjects are equally well covered. The book 
is well printed and the illustrations are excellent. 


—Harotp V. Zuser, M.D. 


Current Trends in the Relation of Psychology to Medi- 
cine. By Dennis, Felix, Jacobsen, et al. Price, $3.75. 
University of Pittsburgh Press, Pittsburgh, Pa. 


This book contains eight lectures given under the 
auspices of the Department of Psychology in the 
College of the University of Pittsburgh. It gives the 
relationship of psychology to various phases of medi- 
cine and education. It is fairly interesting to read but 
does little other than justify the position modern-day 
psychology holds in regard to medicine. 

—Artuur N. Jay, M.D. 


Medical Treatment. A textbook by British authors. 
Edited by Geoffrey Evans, M.D. Pp. 1,398. Price, 
$20.00. Ist Ed. The C. V. Mosby Company, St. 
Louis, 1951. 


Fifty-three authoritative contributors comprising 
some of the brightest names in British medicine have 
banded together in a herculean attempt to cover the 
vast field of therapeutics and medical management in 
one volume. The end result is a brief medical ency- 
clopedia in which all surgical procedures are scrupu- 
lously omitted. In the chapter on varicose veins, for 
instance, the use of sclerosing injections is described 
but treatment by excision and ligation is not even 
mentioned. Each chapter is garnished by an extensive 
bibliography which is 80 per cent British. 

The usual glaring imbalance of material found in 
many similar works is evident in this edition. This 
discrepancy is demonstrated by the 100 pages ascribed 
to the ever-important diseases of the cardiovascular 
system as compared to 218 pages devoted to the in- 
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fectious diseases and the diseases of the newborn. 
The fact that rheumatic fever is but barely mentioned 
makes this disparity even more noticeable. There are 
about 90 pages tightly describing some 50 varieties of 
skin disorders, whereas 11 pages cover the field of 
geriatrics and 9 pages are deemed sufficient for a dis- 
cussion of arthritis. 

Highlights of the book consist of an exceptionally 
meritorious chapter on the disorders of feet and toes; 
a splendid section on tropical diseases which, tra- 
ditionally, the British always seem to do so well; an 
important though regrettably brief chapter on re- 
habilitation; a well-written discussion of the psycho- 
neuroses stressing the role of the general practitioner 
in their management; and an instructive 17 pages on 
nuclear physics. Regarding this latter chapter, we be- 
lieve it to be as concise an elementary description of 
radioactive isotopes and their use in therapy as can 
be found anywhere without the bewildering morass 
of highly technical nomenclature. The references fur- 
nished at the end of this monograph are preponder- 
antly American, featuring the important nuclear re- 
search performed in this country from 1946 to 1948. 

American references are again freely utilized in the 
chapter on electrolyte and water balance. The bibliog- 
raphy, unfortunately, does not bring out some of the 
most recent thoughts on this important subject since 
the latest reference was dated 1949, while most of 
them went back to 1939 and even 1916. 

In summary, Medical Treatment was obviously 
published for the general practitioner market. Each 
subject is discussed alphabetically, establishing the 
fact that the primary purpose of the edition was to 
supply a quick reference guide for the busy general 
physician. While this type of format certainly does 
facilitate reference work, it unavoidably leads to sepa- 
ration of related diseases, a fact entirely disregarded 
by the editor but which creates a certain amount of 
confusion for the reader. In their zeal to cater to the 
general practitioner, the authors have succeeded in 
publishing little more than a medical dictionary. 

—A. R. Marsicano, M.D. 


Facts About the Menopause. By Maxine Davis. Pp. 172. 
Price, $2.50. McGraw-Hill, New York, 1951. 


An experienced lay writer on medical topics re- 
assures women who are suffering from the menopause. 
She tells of the danger signals that should send a 
woman quickly to her physician. 

Miss Davis thinks men go through the menopause 
too, but here some physicians will disagree. Men in 
their forties or fifties may go through some mental 
changes and “storms,” but they do not go through 
anything that closely resembles the menopause of 
women. 


This is a book that can be placed in the hands of , 


women patients who need help. 


—W. C. Atvarez, M.D. 
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Anxiety and Autonomic Lability 
as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source of illness in a steadily increasing num- 
ber of cases. Weiss and English* estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebaugh? refers to anxiety as “. . . the 
universal disease of our times”. 
Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
icture may mimic a true organic disease. 
he symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.”*** Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
pathetic hypertonicity, others to parasympathetic 
hypertonicity. 


ORGAN SYSTEM 


SYMPATHETIC 
HYP 


TONICITY 


PARASYM- 
PATHETIC 
HYPER- 

TONICITY 


SYMPTOMS OF 
FUNCTIONAL 
DISORDER 


AUTONOMIC 
LABILITY 


GASTRO- 
UNTESTINAL 


Hypomotility 
Hyposecretion 
Intestinal Atony 


Increased Salivation 
Hypermotility 
Hypersecretion 


Belching 
Heartburn 

Nausea & vomiting 
Mucous diarrhea 


CARDIO- 
VASCULAR 


Rapid heart rate 
Peripheral vaso- 
constriction 

Slight rise in 
blood pressure 


Reduced heart rate 

Vasodilatation 

Lowered blood 
pressure 


Palpitation 

Sinus tachycardia 

Premature systoles 

B.P. low in some; 
elevated in others 


RESPIRATORY 


Dry nasopharyngeal 
mucous 
membrane 

Bronchial 
relaxation 


Increased nasophar- 
yngeal secretion 

Bronchial constric- 
tion 

Laryngospasm 


Dry mouth and 
throat 

Difficulty in 
breathing 

Sighing respiration 


GENITO- 
URINARY 


Bladder detrusor 
relaxed; 

Sphincter 
contracted 

Ureter tone 


and motility 


Bladder detrusor 
contracted; 

Sphincter relaxed 

Ureter tone and 
motility increased 


Urinary frequency 
Difficulty in 
urinating 
Dysmenorrhea 
Menstrual 
irregularity 


When a patient 
exhibits a clinical 
picture suggestive 
of non-organic 
dysfunction, the 
diagnosis of 
Functional Disorder 
can be facilitated 
by use of the fol- 
lowing indications 
of Autonomic 
Lability: 
Variable Blood 
Pressure 
Temperature 
Variations 
Changing 
Pulse Rate 
Deviations in 
B.M.R 


Exaggerated Cold 
Pressure Reflex 

Oculo-cardiac 
Reflex 
Abnormalities 

Glucose Tolerance 
Alterations 


This tabulation is based on data available in references 1 to Gfprated below. 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


SLAGLE, G. 


unhealthy situationsand attitudes. 

*The fact that autonomic dysfunction plays a large 
part in mediating “the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
78° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 
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Academy Keports and News 


The 1952 Assembly Program 


Announcing . . . 


Atlantic City Municipal Auditorium, March 24-27 


Memeers of the American Academy of General 
Practice can draw a red circle around the dates o£ 
March 24 to 27 on their 1952 calendars and mark 
it “MUST” in big bold letters. For anyone who 
misses the Fourth Annual Scientific Assembly in 
Atlantic City next spring, is going to miss one of 
the most stimulating and beneficial experiences 
in his entire medical career! 

The program which is now taking shape is a 
further refinement of a new concept of program 
planning which the Academy introduced in San 
Francisco last March. That is a belief that, first, 
a program for general practitioners should be tai- 
lored to the general practitioner's peculiar prob- 
lems; and, second, that general practitioners want 
and need better understanding of the broad rela- 
tionships in general practice, as well as of specific 
diseases, therapies, and techniques. Analysis of sev- 
eral hundred questionnaires returned by physicians 
who attended the San Francisco meeting indicates 


that family doctors welcomed this extension of 
their education into the larger areas of their re- 
sponsibilities to patients and communities. 

For 1952, in addition to panel discussions of two 
more broad problems that confront the man in gen- 
eral practice, the program committee has grouped 
together all the lectures that are related to each 
basic subject. For example, under the general head- 
ing of “Obstetrics in 1952,” there will be three lec- 
tures covering “Emotional Problems,” “Analgesia 
and Anesthesia,” and “Delivery Techniques.” 
During the half-day devoted to “Orthopedic Prob- 
lems,” four different speakers will, in succession, 
develop as many different areas of the subject— 
each talk co-ordinated with those preceding and 
following it. 


You and Your Public It is becoming increas- 
ingly important for the general practitioner to de- 
velop an intelligent, constructive relationship with 


Atlantic City, home of the renowned Boardwalk, where the Academy’s Assembly will convene in 1952. 
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but all 34 patients in this study carried End- 
amoeba histolytica! in their stools! Five were 
classified as asymptomatic and 18 were “per- 
sons with such poorly defined symptoms that 
they would not normally seek medical assis- 
tance...,”" but a stool examination proved that 
all had amebic dysentery. 

In these instances, a course of treatment 
with Milibis-Aralen was completely success- 
ful. Milibis — bismuth glycolylarsanilate — a 
new intestinal amebacide, is one of the most 


powerful of the drugs commonly used 


M I LI B I S ® amebacide ... high in potency... low in side effects 


against Endamoeba histolytica. Yet its tox- 


icity is so low that side effects are virtually 
unobserved. 


Aralen (chloroquine) diphosphate has 
been shown to exert a specific action on extra- 
intestinal amebiasis. The combination of 
Aralen with a superior intestinal antiamebic 
drug such as Milibis furnishes adequate treat- 
ment of any amebic infection. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


ARALEN diphosphate... for extra-intestinal amebiasis 


VN 1450 BROADWAY, NEW YORK 18, 


1. Towse. R. C., Berberian, D. A., and Dennis, E. W.: New York State Jour. Med., 50:2035, Sept., 1950. 
$: Ebr ses Hing D. A.. Dennis. E. W., and Pipkin, C. A.: Am. Jour. Trop. Med., 30:613, Sept., 1950. 
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his “public’—the patient, the patient’s family, the 
community, industry, and other groups of the medi- 
cal profession. A panel of six nationally-known au- 
thorities, both in and out of medicine, will analyze 
and evaluate all aspects of that relationship . . . 
will suggest sound techniques by which it may be 
improved. 


Problem Ages Puberty and change of life 
have been described as the most hazardous por- 
tions of the long road from birth to the grave. 
“Teenagers” and “The Forties” present special 
problems, both psychic and somatic, to the family 
doctor. Those problems will be discussed and ther- 
apies suggested in two successive lectures that will 
grip your attention. 


The Problem Drinker The alcoholic is 
usually initially—and often solely—the problem of 
the family doctor. Three lectures will examine 
“Who Drinks and Why,” “Medical Management” 
and “Rehabilitation.” These three speakers, plus 
the four other members of the panel discussion 
which follows, constitute the country’s outstand- 
ing authorities on the subject of alcoholism. 


General Medicine In addition to the three 
lectures on obstetrics, mentioned above, six of the 
best-known men in their respective fields will dis- 
cuss: “Progress in Medicine”—covering such major 
phases as Physiology, Diagnosis, Therapy, Anemia, 
Stress Reactions, and Practical Applications. These 
lectures are to be followed by a “question and an- 
swer’” panel entitled “Information Please on Prog- 
ress in Medicine.” 


Orthopedics The final morning will be de- 
voted to: “Orthopedic Problems in Childhood,” 
“Painful Necks and Shoulders,” “Painful Low 
Backs,” and “Painful Feet.” Here, again, the com- 
mittee is selecting four men who are recognized 
as the nation’s top authorities in their respective 
fields. This half-day, alone, will be worth the whole 


trip to any general practitioner. 


The Faculty The program committee is not 
ready, as this issue goes to press, to announce the 
complete roster of speakers—see the October issue 
of GP. When the list is published, you are almost 
certain to exclaim, with those who have already 
seen it: “The most outstanding teaching staff ever 
brought together for one medical meeting!” 


The procedure of the committee in formulating 
this program was most revealing. After all the 
lecture subjects had been selected and the whole 
program laid out to the satisfaction of everyone, 
Chairman Joe Lindner stated: “Our next job is to 
pick out the Number | authority of the nation on 
each subject.” So the general practitioners who 
attend the Atlantic City Assembly will listen to 
the cream of the country’s medical teachers. 


Scientific Exhibits It is the committee’s an- 
nounced intention that every exhibit in the Scien- 
tific Section will be closely integrated with one of 
the lecture periods, supplementing visually the sub- 
ject matter presented from the podium. Conse- 
quently, a close study of all the scientific exhibits 
will greatly increase the benefits attending physi- 
cians will receive from this educational program. 


THE ADVISER AND THE VALUED FRIEND 


“Ir 1s AMUSING to read and hear of the passing of the family physician. There never was a time 


in our history in which he was so much in evidence, in which his prospects were so good or 
his power in the community so potent. The public has even begun to get sentimental over him! 
He still does the work; the consultants and the specialists do the talking and the writing, and 
take the fees! By the work, I mean that great mass of routine practice which brings the doctor 
into every household in the land and makes him, not alone the adviser, but the valued friend. 
He is the standard by which we are measured. What he is, we are; and the estimate of the 
profession in the eyes of the public is their estimate of him. A well-trained, sensible doctor is 
one of the most valuable assets of a community, worth today, as in Homer's time, many an- 
other man. To make him efficient is our highest ambition as teachers; to save him from evil 


should be our constant case as a guild.”—Srr Os ter. 
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piratory tract, and bronchial secretions are lique- 
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SOCIALISM 


Tue American medical profession is one of the few 
great bulwarks left fighting socialism. The Ameri- 
can press is still free, though many attempts have 
been made in one form or another to control it. 
The American farmer is still free, though there have 
been many attempts to subsidize him with govern- 
ment loans, government subsidies and parity. How- 
ever, we find that the American Farm Bureau, the 
Milk Producers Guild, and the Grange are still 
great bulwarks against socialism in general. There 
are a few others of course, as we look over the 
country but they are getting fewer and fewer all 
the time. For one reason or another great bodies 
of men have gathered together for certain collec- 
tivist rights and have lost a great deal of their 
freedom in doing so. 

We have developed in this country a vast num- 
ber of people who depend upon the government 
through one source or another, for their source of 
income; first of all the federal employees. This 
is the greatest group that we have to contend with. 
Next probably, of course, is the social security 
group. It is getting larger and larger every day. 
We have been taking out of their wages for 
some years now and we are finding more and more 
of them coming back to the public till to get their 
small bits in the form of public payments. The old 
age assistance is one of the big items at the pres- 
ent time. We find that more and more people are 
getting on the federal payroll than ever before. 
We find cripples Cand I doubt that if anybody 
would object to this) getting a subsidy of one sort 
or another to carry them along. Probably one of 
the most vicious ones is the widow’s and orphan’s 
allowance. We find a great many illegitimate chil- 
dren born to unwed mothers every year and the 
government takes care of them. In my opinion there 
is little difference in the American method of pay- 
ing for illegitimacy than that of Hitler. 


Socialistic Trend in Washington 


The average young person, 25 years and younger, 
cannot remember when we did not have a social- 
istic form of government. Actually men up to 
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forty years of age have not seen a nonsocialistic 
president since they have been of voting age. The 
Congress itself has become more socialistic over the 
years. Bureaucracy has grown as we never antici- 
pated a generation ago. The tendency in govern- 
ment itself on a national scale as well as a state 
scale is to do more and more of the things which 
the individual should do for himself. The tendency 
is to stifle any sort of self improvement. The idea 
that a fellow could pull himself up, so to speak, 
“by his own boot straps” is practically gone. 

We have seen our colleges become a hot bed of 
socialism and communism. Many of our profes- 
sors are teaching a communistic or socialistic trend 
that was never contemplated when many of us 
went to college. 

The great political parties, and I think we can 
say that both of them are guilty of this, have vied 
with each other to see who could promise the most. 
The interested individual is usually the “do noth- 
ing type,” but he has a vote. The politicians have 
followed along this same trend. A man running 
for Congress promises more for his district. One 
running for governor promised more give away 
stuff for his state. The same pattern has been fol- 
lowed all up and down the line. 


Dangerous Developments 


Honesty in our government has almost been for- 
gotten. We were told that our boys would never 
shed blood on foreign soil while we prepared for 
one of the bloodiest conflicts of all time. The 
American conscience has been “soft soaped” in 
order to please the demagogues. A great many 
people feel that Pearl Harbor should never have 
happened. With all the people we had watching, 
this tragedy should never have slipped up on us. 
Many feel that the North Atlantic Pact, Yalta, 
Teheran and others were mistakes. We do know 
that for the past few years we have been trying 
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lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous).......... 0.45 Gm. 
Vitamin A U.S.P. Units 
Vitamin D (Irradiated Ergosterol)..... 400 U.S.P. Units 
Thiamine Hydrochloride. 3,00 mg, 


VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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to buy our friends with American dollars. To 
many of us this seems bad. 

The Korean conflict caught us without the ma- 
terials that many of us thought were available. We 
had built up the greatest stock pile of military 
equipment that the world had ever seen. In five 
short years this had been dissipated. We found out 
later that airplanes and other equipment that had 
never been used was pushed in the sea by large 
bulldozers. Tanks that should have been put away 
somewhere, guns that should have been ready for 
combat had been destroyed. We saw our boys sent 
into Korea without the guns and ammunition they 
actually needed; so that the American people have 
lost confidence in their leaders in Washington and 
in Congress. 


Scandals and Favoritism 


Out of this loss of faith in our leaders certain 
other developments increased this loss of faith. We 
heard about deep freezers, fur coats, and the RFC 
scandals and no particular effort was made by our 
leaders to, clear this up. No particular effort was 
made to see if it was true or not true. We were left 
to believe that it must have been true or else “the 
slate would have been wiped clean.” We saw fed- 
eral jobs sold to the highest bidder in Mississippi. 

Then the basketball scandals developed in our 
colleges. A generation ago college men represented 
the finest young men in our country. Now they sell 
themselves out for a mere pittance. Can we always 
blame them for what they did? Hadn’t they been 
led to believe during their whole lifetime that 
honor was to be bought and sold like a “sack of 
potatoes.” The latest scandal which has just come 
off the press, is the dismissal of 90 cadets at West 
Point. 

They all follow a pattern. We have a genera- 
tion of youngsters who have been cradled in the 
philosophy of socialism and shady deals. We have 
found few attempts in our government to be par- 
ticularly honest and upright. We have not stressed 
the necessity of hard work and fair play in order 
to get along. 


Medicine’s Fight Successful 


I am afraid that the American Academy of Gen- 
eral Practice is just the trailer on this “caravan to 
destruction.” There seems so little, when we look 
around, that we can do. The whole process has 
gone so far that it seems almost impossible to stop 
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it. But as we look around there are a few bright 
lights in this “valley of despair.” First the A.M.A.’s 
fight last year against socialism was unusually suc- 
cessful. We found friends that we did not know 
we had. Our battle was picked up by business men, 
clubs and organizations that we had no reason to 
believe would get in the fight. We found that the 
press itself carried on an intensive campaign in 
our behalf. We did not resort to any high pressure 
salesmanship. We simply stuck to the facts and we 
found friends all over the country. The willingness 
of these people to help was astounding. 

The effect on the Congress was also astounding. 
We saw some of the strongest men for socialism 
retired. Examples of this were Claude Pepper of 
Florida, Biemiller of Wisconsin, Thomas of Utah, 
and Lucas of Illinois. After these setbacks other 
Congressmen “pricked up their ears.” We find at 
the present time that the Federal Security Admin- 
istration has been advised to drop some from their 
payrolls. They are going to have a cut in their 
appropriations. This seems a perfectly logical thing 
to do. Our Congressmen should have thought of 
this long ago. They knew that these bureaucracies 
were spending money for propaganda purposes. 
Harness had shown that in 1947. But not until 
the American people expressed themselves were 
they willing to put the finger on the spenders. 


What Is Our Future? 


I think by this time the American Academy of 
General Practice has shown that we are the back- 
bone of medicine. Whether we like it or not we 
must accept the responsibilities that goes with this. 
For example, during the fight against the old 
Wagner-Dingell-Murray Bill, the general practi- 
tioner was the most efficient testifier that we had. 
Some of our college professors, some of our spe- 
cialist friends were listened to but when the Sen- 
ator or the Representative got down to listening to 
his family doctor he was more impressed than he 
was with any other testimony given. Oscar Ewing 
and Senator Murray found it difficult to question 
some of the answers that were given by the gen- 
eral practitioners. 

The general practitioner must accept a large 
portion of the over-all medical care of the popula- 
tion. Since the general practitioner gives 80 to 90 
per cent of the medical care in this country he 
must keep the cost to a minimum. The general 
practitioner must encourage more insurance for all 
the population and for his own patients in par- 
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now available... 


a new product of IMI A C 
M & R Laboratories 


prescribe prepare 


the doctor need only the mother simply mixes 
specify the proportion of SIMILAC Liquid with the 
water —SIMILAC Liquid prescribed amount of 
diluted 1 to 1 provides previously boiled water 
normal 20 cal. /oz. and prepares ‘‘bottles 
feeding formula without bother”’ 


curd tension of zero, fostering ease of digestion 
50 mg. ascorbic acid per quart of formula 
full, balanced array of essential amino acids 


fats chosen for maximum retention and a high ratio 
of essential fatty acids 


carbohydrate in the form of lactose (as in breast milk) 


minerals and vitamins in optimum proportions 
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ticular. We know that insurance scatters the load 
and lessens the danger to the individual family. 
Therefore we must stress this protection for our 
patients. 

Then the charity patients and the veterans must 
be taken care of as any other private patient. I 
doubt seriously if it is wise to put our veterans off 
in a veterans’ hospital among strangers or that we 
should put our charity patients off in a charity 
hospital. It seems much more logical for them to be 
taken care of by the home town doctor and the 
home town nurse, in the local hospital. Certainly 
the care is much cheaper when it is done this 
way. In dealing with this particular situation, the 
general practitioner can exert an enormous amount 


BUILDING FUND REPORT 


Buitpinc Fund contributors, like doctors and mag- 
azine editors, are influenced by July heat and the 
general summer let-down. Total contributions for 
the month of July did not reach $700—less than 
half the amount reported for June. Total contribu- 
tions since the beginning of the campaign have 
now passed the $15,000 mark (plus the $20,000 
allocated by the Board of Directors for purchase 
of site). 

While this represents less than one-tenth the 
total amount needed for completion of the con- 
templated National Headquarters building, Com- 
mittee Chairman John R. Fowler asserts that this 
does not mean ten years will be required to raise 
the full amount. This summer slacking of contri- 
butions was anticipated by him and the committee, 
and they have been advised of plans for vigorous 
campaigns in the early fall by at least a dozen 
state chapters. 


REPORT OF CONTRIBUTIONS BY STATES 


State July Total 


Minoi 


of influence in seeing that this is brought about. 

The general practitioner must co-operate with 
his local, state, and national medical organization 
to keep the practice of medicine on the highest 
plane possible. We never want to see the practice 
of medicine deteriorate. We must attempt to im- 
prove the standards of our local, state, and na- 
tional government officials by the best means at our 
command. Frequently if we correspond with them 
and talk with them personally we can impress 
upon them that we want greater morality in gov- 
ernment. We can have considerable influence. Fin- 
ally if we accomplish all this then we have really 
deserved the title of “family doctor.” 

—J. P. Sanvers, M.D., President 
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Emergencies are the business of Dr. George D. 
Shultz, Sierra Nevada general practitioner. 


CALIFORNIA MEMBER 
TRIUMPHS IN EMERGENCY 


AND MAKES NEWS 


REsourcEFULNEss of an Academy member in 
meeting an emergency in rural practice made head- 
lines in the July 16-issue of Time. Death Valley 
to Mount Whitney is the vast domain of Dr. 
George D. Shultz of Lone Pine, California, and 
an accident in a camp 10,000 feet high in the 
Sierra Nevada range gave rise to his spectacular 
emergency treatment case. 

The story of Dr. Shultz’s dramatic treatment of 
4-year-old Sara Sharr, who had been kicked in the 
head by a mule at Golden Trout Camp, 25 road- 
less miles above Lone Pine, is rounded out with 
information obtained from the doctor, a charter 
member of the California Academy of General 
Practice. 

The “come as soon as possible” call from little 
Sara’s father, Phillip Sharr of Bartlett, California, 
informed Dr. Shultz of the accident early in the 
afternoon of June 23. The Sharrs, with their four 
oldest children, were vacationing at the mountain 
resort, which could be reached only by a mountain 
trail. 


Plans to fly into the mountains were ruled out 
because of the boulder-strewn meadow which 
would have to be the landing place. There was 
nothing to do but “pack in.” Leaving his station 
wagon, which doubles for an ambulance when 
necessary, at the end of Carrol Creek Road, the 
doctor and Bruce Morgan, who operates pack 
trains into high mountain retreats, set out on horse- 
back, accompanied by a mule loaded with a stretch- 
er, an instrument bag, and blood plasma. 

Meanwhile at the camp the child had been given 
an aspirin and another sedative tablet upon Dr. 
Shultz’s advice to the distraught father. 

It was gathering dusk when the twosome ap- 
proached the camp. Dr. Shultz found Sara lying 
on a blanket on a table in the log cabin. 

“I removed the bandages,” said Dr. Shultz, “to 
find a deep laceration two inches long over the 
right forehead, above the right ear and the outer 
edge of the right eyebrow communicating with 
the exterior canthus of the right eye, with large 
blood clots beneath. The left eye was full of dirt.” 

He gave her a sedative and scrubbed up while his 
instruments boiled on the wood stove. With the 
aid of Mr. Morgan and two other men, Dr. Shultz 
began the operation under light from two gas lan- 
terns and two flashlights. 

Describing the procedure, the doctor relates, 
“I cleansed the wound; removed a large blood clot 
and found a depressed skull fracture with many 
fragments of bone pressed inward, one of these 
being a portion of the orbit. When all fragments 
were removed the brain resumed its space and the 
child became much quieter. 

“She was a plucky young’un. Once when she 
was screaming and we tried to quiet her, she 
said: ‘I wouldn’t cry so, if you didn’t hurt me.’ 

“Apparently the dura was intact,” he continued. 
“The bone fragments were cleansed and replaced 
as nearly as possible, the periosteum was sutured 
over the fragments, the non vital and dirty tissue 
was trimmed away and the skin was closed with 
fine skin suture. The eyes were thoroughly cleansed 
of dirt and sterile dressings were applied. I then 
gave the child 250 cc. of blood plasma intrave- 
nously.” It was then 11 p.m. 

Sara rested well during the night and the fol- 
lowing morning’s problem was getting her down 
the mountain. A rider tried to carry her on a pillow 
but his arms became numb from the strain. Carry- 
ing her on the stretcher was the solution. There 
were now six men since the United States Forest 
Service had sent rangers to help. 
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BELINDA BLOSSOM has lost her bloom and given up trying to find it — 
bemused in her penchant for nostalgic dreams, while stuffing her 
stomach with caramel creams, she’s content just to bide on her 
broadening beams while the rest of the world goes by... 


Except that lately it seems she’s embarrassed and harassed 
with bloating and eructation. 


No doubt the etiology and diagnosis of Mrs. Blossom’s basic trouble 

is pretty dull business. But the clinical problem she poses is major — 
at least in terms of its incidence which grows apace with the times. 

For Mrs. Blossom is just another example of the familiar 

multitude who bedevil their doctors about “indigestion,” but 

cherish their follies and foster their foibles despite the mandate 

of middle-age to respect the dues of indulgence. 


T here’s no one way to handle the Belinda Blossoms with their reluctance to face reality. 
But it’s said that “the commonest cause” of digestive distress in patients over forty 
is low grade biliary dysfunction. And such being the case, DEPANCOL will often 

serve an important two-fold purpose: (1) To afford prompt relief from the classic 
complaints — flatulence, bloating, dyspepsia, etc. — thus encouraging the 

patient’s early cooperation in a long-range corrective program; and (2) To flush 

and activate the sluggish biliary system, thus encouraging restoration of normal 
function by physiologic means. 


Dehydrocholic Acid a 
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>) Bile Salts 
® Pancreatin U.S.P. 4% gr. 
in an enteric coated tablet 


SUPPLY Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


DOSAGE 9 a 1 or 2 tablets 3 times daily, with or after 
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“We teamed up a tall and a short man to com- 
pensate for the slant of the trail,” said Dr. Shultz. 
“Upon reaching the last water crossing of Little 
Cottonwood Creek, we decided to rest long enough 
to give Sara another unit of plasma. This was done 
in an impromptu shelter made of a canvas fastened 
to a couple of sticks. One man held on to the 
canvas to keep it from blowing away; another held 
the child’s arm still and a third held the plasma 
bottle in lieu of an intravenous standard. The 
procedure took about forty-five minutes.” 
Approximately 24 hours after the first call from 
Golden Trout, Sara Sharr was put to bed in Lone 


Pine’s hospital and given tetanus and penicillin 


A FIFTEEN-DAY tour by Special Train to Atlantic 
City is planned again this year for the convenience 
of convention-bound general practitioners. The 
Lee Kirkland Travel Agency which planned a 
highly successful trip to the San Francisco Assem- 
bly will again take care of all travel and hotel ac- 
commodations to Atlantic City from your point 
of departure and back. 

Members will depart Monday, March 17, from 
Chicago at 3:00 p.m., from Saint Louis at 1:00 
p.M., and from Kansas City at 7:00 p.m. Upon 
arrival at Indianapolis and Cincinnati, members 
from Saint Louis, Kansas City, and the South- 
west will board the train. At Ashland, members 
from Detroit and Cleveland will join the party. 

The first stop, scheduled for 8:00 a.m. Tuesday 


morning, will be White Sulphur Springs, West 


Virginia, and the famous Greenbriar Hotel. Choice 
twin-bedded rooms will be reserved. 

Quaint, historic Williamsburg and a drive to 
Jamestown and Yorktown will occupy Thursday, 
March 20, followed by an overnight ride by 
Special Train to Washington, D. C. 

In order that Delegates and State Officers may 
arrive at Atlantic City early Saturday, March 22, 
to attend pre-assembly meetings, arrangements will 
be made for special Pullman cars to leave Wash- 
ington at 1:00 a.m. Saturday morning, arriving at 
Atlantic City at 8:00 a.m. that morning. Other 
members of the tour will motor to Mount Vernon 
on Saturday and visit the tomb of the Unknown 
Soldier at Arlington Cemetery. 

Assembly activities in Atlantic City will occupy 
the period from Monday, March 24, through 
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A BEGUILING ROUTE TO THE 


shots. Little Sara’s well on the road to recovery 
now. 

After the Sharr ordeal, Dr. Shultz was home 
with his family eating dinner when the telephone 
rang. It was a summons to an accident case being 
flown out of the mountains. Emergencies are stand- 
ard practice to this California doctor. He pilots his 
own Fairchild plane for easy hops up and down 
the valley and flies with a pilot in an old Waco 
into mountain meadows. All told he manages to 
see an average of 45 patients a day. 

Besides his duties as a general practitioner, Dr. 
Shultz finds time to be president of the Inyo- 
Mono County Medical Society. 


1952 ASSEMBLY 


Thursday, March 27. Choice accommodations at 
the Claridge, newest hotel on the Boardwalk, and 
breakfast each morning are included during this 
portion of the tour. 

New York City and the luxurious Biltmore 
Hotel will be the destination of the Special Train 
Thursday evening after the Assembly closes. Three 
days of sight-seeing in New York include an eve- 
ning at the Copacabana and theatre tickets for a 
Broadway show. 

The journey home will begin late Sunday after- 
noon, March 30, along the scenic Hudson River 
route. The Special Train will arrive Monday at 
six central points: Cleveland, 5:00 a.m.; Detroit, 
6:20 a.M.; Cincinnati, 8:35 a.m.; Chicago, 8:00 a.M.; 
Saint Louis, 3:45 p.m., and Kansas City, 9:15 
p.M. Convenient connecting schedules to home 
cities will be pre-arranged for each member of the 
tour. 

The rates (from Chicago) will range from $360 
to $395 per person, depending upon whether a 
lower berth, bedroom, compartment, or drawing 
room is desired on the Special Train. This price in- 
cludes a round-trip Pullman rail ticket, taxes, twin- 
bedded rooms, luggage transfer, all breakfasts from 
point where tour is joined through Sunday, March 
30, all meals in White Sulphur Springs, dinner at 
the Copacabana, sightseeing, and theatre and Radio 
City tour tickets. 

For those interested in making the trip to At- 
lantic City by Special Assembly Train, inquiries 
may be sent to American Academy of General 
Practice, 406 West Thirty-Fourth Street, Kansas 
City 2, Missouri. 
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methylcellulose content 
(500 mg. per tablet) —quickly 


d-amphetamine 
dosage (only 1.67 mg. per tablet) 
—moderate posology usually 
obviates (or materially reduces) 
side-effects such as restlessness, 
sleeplessness and gastro-intestinal 
disturbances. 


2 or 3 tablets with full glass water 
i hr. before meals. 


Available: 


Bottles of 100, 
500 and 1000 tablets. 


Founded in 1860 “The one consistent and demonstrat 
JERSEY CITY, N. 3. * finding in obesity is overeating”. Hamburger 
TORONTO, ONT. W. W.: Med. Clin. N. Amer. 35:483, 19519 
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EVALUATING POSTGRADUATE 


BY E. l. BAUMGARTNER 


Late in December | received a letter from Dr. 
Booher in which he stated that he and Dr. Hodges 
had completed the agenda of this conference, and 
that I had been assigned the topic, “The Evalua- 
tion and Approval of Postgraduate Education of 
Members.” Since accepting this assignment, I find 
I have become involved with the study of a subject 
that is, to say the least, very lively in nature. This 
is particularly true at the present time, since our 
organization has reached the ripe old age of taree 
years; with this advanced age, it becomes necessary 
for our original members to make an accounting of 
their stewardship. 

Accordingly, I have contacted certain individuals 
in the Academy to get their ideas on this matter. 
I am happy to have the opinions of Dr. Lester 
Bibler, Dr. R. L. Rutledge of the Commission on 
Education, Dr. Booher, Dr. Thomas Rardin, and 
Dr. Charles O’Donnell, president of the Maryland 
Academy, as well as Mr. Mac Cahal and Mr. 
Charles Nyberg of the National Office. 


Dr. Francis Hodges presiding at the State Officers Luncheon during 1951 Assembly in San Francisco. 


EDUCATION 


Inasmuch as Object Four of the Academy con- 
cerns itself with the subject of postgraduate courses, 
I am sure everyone present will acknowledge this 
matter as being of paramount importance. 

The manner in which the question of the evalu- 
ation of continued studies is handled at the present 
time will have a tremendous effect on the all-time 
future of the Academy; an effect which concerns 
itself with the continuing membership of our or- 
ganization as well as the national standing of the 
Academy in medical circles. 

Since we as an organization aim to establish the 
highest educational standards for the general prac- 
titioner, it goes without saying that these standards 
can only be maintained by satisfactory continued 
studies. The manner in which this may best be 
accomplished might be discussed in many ways 
since this subject has many aspects. I have de- 
cided on one viewpoint and present it with some 
hesitancy, since I know it does not follow along 


with the ideas of some other members of the Acad- 
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Successful therapeutic results with VERATRITE in essential hypertension are 
measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to its content of whole-powdered 
veratrum viride, Biologically Standardized. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 Craw Units* 


AVE Ya ri t 


*Biologically Standardized for toxicity by the 
Craw Daphnia Magna Assay. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 
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emy who may be more correct in their assumptions 
than I in the conclusions which I have drawn. 
Considering the long-range importance of this 
subject, it behooves us to exercise sound judgment 
and judicious action in deciding the future policy 
of the Academy regarding our requirements of 
continuation studies. First of all let us consider the 
medical study requirements for membership as set 


up in the by-laws of the Academy. These are: 


Election to membership shall be for a maximum 
period of three years, at the expiration of which term 
the member shall be eligible to re-election by the 
Board of Directors. No member shall be re-elected to 
membership who has not, during the period of the 
preceding three years, completed a minimum of one 
hundred fifty (150) hours in postgraduate study of a 
nature acceptable to the Board of Directors. 

A detailed record of time spent in scientific meet- 
ings of hospitals; county, state, regional, or national 
medical societies; and postgraduate courses, as well as 
other creditable work, shall be furnished by individual 
members on a prescribed form mailed by the execu- 
tive secretary in December of each year, to be returned 
to the headquarters office within thirty (30) days after 
receipt. A copy or summary of the same shall be sent 
by the executive secretary to the secretary of the 
member's respective state chapter. 

Any member failing of re-election to membership 
may, at the discretion of the Board of Directors, be 
reinstated at a later date if, in the judgment of the 
Board of Directors, he has fulfilled the requirements 
set forth in this section. 


These one hundred fifty (150) hours by virtue 
of action by the Congress of Delegates have been 
broken down as follows, and I quote from Special 


Bulletin M 51. 


1. One hundred of the one hundred fifty hours 
required every three years can be made up by attend- 
ance at national, state, and local medical society scien- 
tific meetings, and at regular hospital staff clinical 
meetings. 

2. The remaining fifty hours must be for attend- 
ance at formal study courses. The policy on this is: 
Credit for formal postgraduate training will be given 
for attendance at courses given at or sponsored by in- 
stitutions approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion for graduate medical education. Hospitals ap- 
proved for intern and residency training are included. 

Attendance at courses and meetings not falling 
clearly within the latter definition will not be re- 
garded as formal postgraduate training unless such 
course or meeting has been specifically approved by 
the constituent state chapter and then referred to the 
Commission on Education for final approval and co- 
ordination. 
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The scientific sessions held in connection with the 
Academy’s Annual Assembly are classified as formal 
study. 


As a result of my correspondence and also from 
a careful study of a number of state chapter publi- 
cations, I have come to the conclusion that the 
question causing the most confusion is: What con- 
stitutes formal education? 

Dr. Thomas Rardin, chairman of the program 
committee for this year’s assembly, has expressed in 
a very succinct fashion his opinion as to formal 
training. I quote from a letter written by Dr. 
Rardin to the Commission on Education. 


I believe that any program of instruction, properly 
designed, developed, and executed so as to meet a 
definite instructional objective should be considered 
as formal training. Whether this is sponsored by a 
university, or a national, state, or local society, as- 
sembly, or other type medical organization is not im- 
portant; the material presented, the conduction of the 
program, and the teachers presenting the program are 
the important factors. These latter three factors, reach- 
ing certain evaluation standards, would be my sug- 
gested criteria for classifying any instruction as formal 
instruction. 


To those of you who have not read Dr. Rardin’s 
letter may I recommend it to you most highly as 
being the finest thing I have read on the ques- 
tion of postgraduate education. 

It is true that the Commission on Education has 
on most occasions accepted the evaluation as pre- 
sented by the various state chapters relative to post- 
graduate courses and meetings in their respective 
localities; however, there is not complete uniformity 
in this evaluation throughout the nation. There are 
many meetings over the country: state, interstate, 
and national which, because of their type, scope 
of presentation, and quality of instructors, are of 
such caliber as to be considered formal training, but 
instead these meetings are classified as informal in 
nature. What is to be done about the Interstate 
Postgraduate Meeting, the Annual Seminar of the 
Philadelphia County Medical Society, and certain 
of the Chicago and New York meetings? These at 
present are classified as informal. An examination 
of the medical study courses for the general prac- 
titioner shows many such inconsistencies. 

Certain of the state groups according to their 
bulletins give formal credit for attendance of their 
state meetings, others do not. Last year we in 
Maryland were informed that our annual meeting 
would be classified as informal. This, despite the 
fact that our participants included such outstand- 
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FOR MEMBERS OF THE A.A.G.P. 


A. W. Breckenkamp 


Why the Academy Sponsors It 


@ Academy members want 
Disability insurance that 
they can depend on. 
When they are disabled 
their earning power suf- 
fers immediately and 
their expenses are greatly 
increased. 


@ Many members are not 
satisfied with an ordinary individual policy because 
of the limitations and restrictions. Others are un- 
able to buy a good non-cancellable policy because 
of their age or the high cost. By sponsoring a 
Group Plan of Insurance with a high percentage 
of the membership enrolled the Academy gets 
more liberal underwriting. You also get broader 
coverage against all disabilities—coverage that you 
can keep up te age 70—without requiring house 
confinement and without excluding pre-existing 
causes of disability and without exposure to in- 
dividual cancellation or ridering—and you get all 
this at wholesale rates—at a saving greater than 
your Academy dues. 


The on!y way these broader benefits and low 
wholesale cost can be had is through concerted 
action and organization sponsorship, with a high 
percentage of the membership participating. That 
is why hundreds of prominent professional or- 
ganizations have found it wise to sponsor Group 
Plans for their members. 


Under these circumstances, it is difficult to imagine 
any eligible member who wouldn't grasp the op- 
portunity to enroll for all he can get of this 
superior protection as the foundation of his pro- 
gram of economic security. 


Carry as many additional policies as you wish, 
but don’t pass up this real value. You can count 
on this protection when you need it. 


By A. W. BRECKENKAMP, President 
Professional Men’s Insurance Agency, Inc. 


ing teachers as Dameshek, Reiman, Kety, Grimson, 
and others. These men are all qualified medical 
school teachers who were giving us instruction that 
was no different than if it had been under the spon- 
sorship of some university or medical school. These 
were men who were presenting material on sub- 
jects selected by a committee of general practi- 
tioners as being something they wished offered to 
this group on a topic which they thought would be 
of value to the group. The fact that we were so 
highly commended by outstanding medical edu- 
cators in Baltimore would, I believe, be sufficient 
to place this meeting in the realm of formal pres- 
entation. 

The idea of the postgraduate program in the 
Academy, it would seem to me, is that of keeping 
the general man au courant on the advances of 
medicine by encouraging him to attend and partic- 
ipate in various medical activities. If this is ac- 
complished, then it makes little difference whether 
the instruction be classified as informal or formal 
in nature. 

The program of education which can be set up 
and which satisfies the various metropolitian areas 
is quite often neither practical nor available to the 
man in the smaller centers and rural areas of the 
nation. Shall these men be discriminated against 
because of their inability to get the required fifty 
(50) hours of formal training? Formal education 
as set up at the present time is a good thing but 
should not be mandatory, since it does not carry 
out the basic philosophy of our postgraduate pro- 
gram. 

The Publication Committee of the Academy and 
others in charge have not followed along with the 
existing highly stylized conventional medical jour- 
nals in the production of our publication, GP. In- 
stead they have seen fit to produce a spritely jour- 
nal full of verve. GP is different in the informality 
and simplicity of its approach, but yet far more in- 
formative than many of the older conservative 
types of journals. Such an approach to the question 
of continued education and its evaluation would, 
I think, be more in keeping with the youth and 
spirit of our organization and likewise would be 
quite valuable. 1 do not mean to say we should 
ignore the university teaching centers, but rather 
that we work along with these groups in striving to 
design a program set up to meet a definite objective 
of instruction, patterned as we want it. 

Perhaps the ideal way to have this. satished 
would be for the National Academy to sponsor a 
series of postgraduate courses located in key areas 
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throughout the country. The location of these meet- 
ings would be varied each year so that all the na- 
tion might be covered in a period of time. These 
meetings could be similar to those of the A.C.P. 
and A.C.S. If such meetings were set up they 
should of necessity include general men in both 
the planning and execution. If this were shown to 
be impractical, then perhaps the program commit- 
tee of the Academy, along with the Commission 
on Education, might set up a skeleton program of 
selected subjects or phases of medicine to be dis- 
cussed, which could be used as the basis around 
which to build the scientific portion of the vari- 
ous state meetings in order that these be classified 
as formal in nature. Until such a program or some- 
thing similar is made available, I do not deem it 
wise for us to be too strict in our evaluation of 
formal educational activities of our members. 

At the present time the actual numerical strength 
of the Academy is not sufficient to satisfactorily 
secure all the recognition and protection to which 
the general practitioner is entitled. If we at this 
first accounting period stick too closely to the ab- 
solute letter of our requirements, we may lose a 
large number of members and, thus, markedly 
weaken our strength as a national organization. In 
Maryland, if there were to be an absolutely strict 
accounting, the Academy would, in all likelihood, 
need a new president and secretary. 

We should, I believe, consider availability of 
postgraduate education, geography and other fac- 
tors involved throughout the nation and accept 
credits as obtained from any reasonable source. 
The basic and fundamental thing to be kept ever 
in the foreground is that there shall be developed 
outstanding programs of continued education by 
and for the general practitioner. When these are 
accomplished, whether it be classed as formal is 
purely of academic interest. 

The Commission on Education has definitely 
made a step in the right direction toward clearing 
up some of the existing confusion by assigning 
members as consultants to the various chapters. It 
might be well for this group to suggest a joint meet- 
ing of the Commission on Membership and Cre- 
dentials, the Commission on Education, the vari- 
ous state chairmen on education, and secretaries in 
order that the overlapping functions of the above- 
named commissions be discussed as well as certain 
problems of policy regarding the enforcement of 
the one hundred fifty (150) hours’ continuation 
study requirement. 


The Maryland Academy has been perhaps some- 
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FOR MEMBERS OF THE A.A.G.P. 


Is It Cancellable? 


@ Everyone knows that if 
an insurance company 
can cancel your accident 
and health policy — or 
refuse to renew it— 
your personal program 
of income protection may 


not always be secure. 
Non-cancellable and C. E. Hovey 
guaranteed renewable coverage is certainly more 
desirable. The trouble is that a good non-cancel- 
lable policy usually can be purchased individually 
only by comparatively young members who can 
pass a strict physical examination and even then 
the cost is substantially higher. 


@ Now, under the Group Plan of Insurance, such as 
that sponsored by the Academy and underwritten 
by the Continental Casualty Company, the claim 
experience of the individual is pooled with the 
claim experience of the entire group. The Com- 
pany cannot terminate the individual member's 
coverage nor restrict it by rider so long as the 
plan is in force—until he retires or reaches age 
seventy. This is one of the best guarantees of con- 
tinuous protection you could have—and the group 
price is about half of the cost of a comparable in- 
dividual non-cancellable policy. 


@ But what if the entire plan is cancelled? Con- 
tinental Casualty Company, which is one of the 
oldest and largest writers of Professional Group 
Insurance, wrote its first Association Group Case 
twenty-seven years ago and it is still in excel- 
lent performance. Since then, they have written 
many hundreds of Professional Groups. Not one 
of them has ever been cancelled or discontinued 
by the Company. In fact, the stability and sound- 
ness of such groups improve with age. 


@ This is the kind of protection professional men 
need, and every member should be enrolled in 
this plan. 
By C. E. HOVEY, Vice-President 
Professional Men's Insurance Agency. Inc. 
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what slow in getting its program of postgraduate 
activities under way. This has been true since we 
were faced with the need of convincing “the 
powers that be” that the general man wanted such 
instruction. However, we believe we have finally 
succeeded in inaugurating a program which we 
feel will practically fill the needs of most of our 
existing members. We further believe we will be 
able to attract additional new members by showing 
the general practitioners throughout the state that 
the Academy is interested in providing them with 
continuation studies. At the present time it is an 
experiment new in the annals of medicine in Mary- 
land, and is being watched very closely by the 
State Medical Society. 

Maryland, as you may know, has but one large 
city, Baltimore, with a population around a million. 
The next largest is Cumberland with thirty-eight 
thousand. From this it can be seen that a large 
percentage of our population is in smaller cities 
and rural areas. We are divided by the Chesapeake 
Bay into two distinct areas, the Eastern and West- 
ern Shores. 

We have two medical schools, University of 
Maryland and Johns Hopkins. Johns Hopkins has 
stated through its professor of medicine that it 
is not interested in setting up any type of for- 
mal or didactic program of continuation education. 
Since it is their feeling, this means is not the an- 
swer in keeping the general practitioner abreast of 
medical advances; further, they state they have 
neither the available time nor manpower for such a 
project. They will, however, go along with a modi- 
fied preceptor sort of arrangement whereby they 
will take small groups for informal instruction and 
demonstrations in whatever field the individual is 
interested. The actual mechanism of this program 
remains to be worked out. 

The University of Maryland, on the other hand, 
is most interested in the problem and has estab- 
lished a Department of Postgraduate Education, 
the chairman of which is also the head of the 
Postgraduate Committee of the State Medical So- 
ciety. The University of Maryland had for a num- 
ber of years been interested in setting up a program 
of postgraduate education, but had not been too 
successful in accomplishing this, for the reason that 
prior to 1950, the principal activities in this line 
had been in the nature of a series of monthly after- 
noon and evening sessions devoted to some clinical 
entity. Six meetings once a month constituted such 
a refresher course. A group sponsoring such a 
course had to guarantee an attendance of twenty- 


five persons. Because of the size of the various 
county medical societies, only three in the state 
had been able to successfully sponsor such courses. 
It was the feeling of our committee on education 
that such activities would not satisfy the needs of 
our members or the other practicing physicians in 
the state. After many conferences, Dr. Lauriston 
Keown, our chairman, convinced the University of 
Maryland Postgraduate Committee of the prac- 
ticability of sponsoring a series of one-day post- 
graduate lectures. We are planning on sponsoring 
four meetings of seven hours’ duration a year. The 
first of these meetings was held in Baltimore at 
the University in December. The University was 
very well pleased with the attendance. Our group 
was very well satisfied with the quality of instruc- 
tion offered. Our next lecture series is being pre- 
sented this month on the Eastern shore. In the late 
Spring a meeting will be held in western Mary- 
land and in the late Summer one in the southern 
part of the state. In this way we will cover the 
entire state in the course of the year. 

Our lectures and clinics are at present general 
in scope. Internal medicine and pediatrics are per- 
haps being emphasized. We feel this approach is 
better at this time since we, in conjunction with 
the University, are attempting to sell the idea of 
refresher courses to the general man throughout 
the state, and at the same time demonstrate to 
him that the Academy is helping to make it pos- 
sible for its members to obtain part of the post- 
graduate requirements for continued membership. 
Up to now this latter factor has been one that has 
kept down the size of our membership. After the 
first year, if we are successful, it is the idea of 
those in charge to establish one- or two-day re- 
fresher courses pertaining to some particular phase 
of medicine or surgery. For the present time no 
charge is being made for these one-day sessions. 
The cost is being borne by the University of Mary- 
land, the Academy, and local drug houses. After 
the program has been sold thoughout the state, it 
is contemplated a charge will be instituted to cover 
the actual expenses of the meeting. How success- 
ful we will be in our endeavor to provide this in- 
struction, time alone will tell. It will require at 
least two or three years to properly evaluate the ef- 
fectiveness of our efforts. It is our feeling, however, 
that we are proceeding in the right direction. In 
October of each year we will hold our annual sci- 
entific assembly in Baltimore. We have been very 
fortunate thus far in having had the aid of Mr. 
Leslie Manners, President of the W. F. Prior Com- 
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at its Best...by 


LIVING TEST 


Intubation studies*** increasingly confirm the findings 
of controlled clinical tests and broad professional 
experience; they dramatically demonstrate the 
marked superiority of natural belladonna alkaloids 
over the synthetics in relieving smooth muscle spasm.”* 
Donnatal employs precise proportions of the 
principal alkaloids of belladonna, together with a 
minimal phenobarbital dosage, to intensify the 
belladonna effects and help correct emotional factors 
contributing to the provocation of spasm. 


REFERENCES: 1. Chapman, W. P., Rowlands, E. N., and Jones, C. M.: 

New England J. Med., 243:1, 1950. 2. Kramer, P. and Ingelfinger, F. J.: 
Med. Clin. North America, 32:1227, 1948. 3. Posey, E. L., Bargen, J. A., 
and Dearing, W. H.: Gastroenterol., 11:344, 1948. 


FORMULA: Each tablet, each capsule, and each 5 cc. (1 teaspoonful) of Elixir, 
contains 0.1037 mg. hyoscyamine sulfate, 0.0194 mg. atropine sulfate, 
0.0065 mg. hyoscine hydrobromide, and 16.2 mg. (% gr.) phenobarbital, 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 
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First aid for the digedlive casualiy” 


Entozyme greatly simplifies a broad therapeutic 
approach to many often complex disturbances 

of the gastro-intestinal tract, through its provision 

of potent amounts of the principal digestive enzymes: 
pepsin, pancreatin (with its lipase, amylase, and trypsin), 
and bile. Its special “tablet-within-a-tablet” construction 
controls the release of each essential digestive enzyme 

at its own appropriate gastro-enteric level...in its optimal 
state of enzymatic activity. This unique action explains the 
relief gratifyingly elicited in so many cases of pathologic 
or functional impairment of the digestive process.’** 


REFERENCES: 1. Kammandel, H. et al.: Bull. N. Y. Med. Coll., Flower & Fifth Ave. Hosps, 

(in press). 2. McGavack, T. H. and Klotz, S. D.: Bull. N. Y. Med. Coll. 

Flower & Fifth Ave. Hosps., 9:61, 1946. 3. Weissberg, J. et al.: Am. J. Dig. Dis., 15:332, 1948. 
FORMULA: Each tablet contains 300 mg. pancreatin, U.S.P, 

250 mg. pepsin N.F, and 150 mg. bile salts. 


A. H. ROBINS CO., INC., RICHMOND 20, VA, 


ENTOZYME 


A SINGULARLY effective, DOUBLE-layered tablet, 
with TRIPLE-enzyme digestive action. 


Gastro-soluble enzymes are released from outer 
shell (A) in stomach; entero-active enzymes 
trom inner core (B) in duodenum and jejunum. 
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pany, to assist in the planning of our fall meet- 
ing. Mr. Manners has been invaluable in suggest- 
ing topics for discussion, as well as aiding in ob- 
taining our participants. The Maryland Academy 
has in its first two assemblies presented more out- 
standing teachers than any previous state medical 
gathering. 

In the ultimate evaluation of postgraduate ac- 
tivities of our members the following procedure 
has been evolved. The state will be divided into 
Metropolitan Baltimore, Eastern and Western 
Shore areas. A vice-president and two members of 
the Board of Directors from each of these areas 
will in turn review and evaluate the activities as 
submitted by the individual member. Because of 
the size of our state, we feel that such groups will 
be able to tell whether the member actually did 
the work or whether he went fishing during the 
time. It is the feeling of the Maryland group to 
accept any reasonable work a member may present. 
We are not strong enough in our state at present 
for us to be too strict in our interpretation of formal 
study. We shall, however, insist that the total of 


Tue first annual scientific meeting of the Ohio 
chapter will be held September 22 and 23 in 
Columbus. 

Other chapters presenting scientific sessions dur- 
ing the fall include the Lovisiana chapter which 
will convene in Baton Rouge, September 6 and 7. 

In Great Falls, September 13 the Montana 
chapter will hold its annual meeting. Election of 
officers for the coming year will be held at this time. 

On October 14, the Florida chapter will present 
its fall meeting at Silver Springs. Since June, mem- 
bers of this chapter have been receiving an inform- 
ative News Letter. Officers of this chapter are: 
president, Dr. E. E. Leitner; president-elect, Dr. 
N. M. Beasley; vice-president, Dr. R. R. Killinger; 
and secretary-treasurer, Dr. L. P. Foster. 

Fifteen outstanding physicians in the nation will 
be guest speakers at the annual convention of the 
Wlinois chapter which will be held October 14 
through October 16 in Chicago. Another feature 
of the program will be an address on atomic bomb 
effects by Brigadier General Elbert De Coursey. 
Senator Everett M. Dirksen will be guest speaker 
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NEWS FROM THE STATE CHAPTERS 


one hundred fifty (150) hours work be followed. 
This is to be subject to a one-year probationary 
period in order to make up any deficiency as may 
exist. 

In closing, may I make this plea. Our Academy, 
while young, is on its way to becoming a definite 
force in organized medicine. We have thus far 
presented three national assemblies that have been 
outstanding. At the present time we are going 
through a phase of development whereby we ex- 
pect to obtain for the Academy its proper place in 
the realm of organized medicine and also to pre- 
serve for the general practitioner a position of 
esteem in the profession of medicine. The thing 
that makes us unique is the requirement of con- 
tinuation studies for membership. Let us ever keep 
this as one of our aims in order that all our objects 
and ideals may be properly crystallized. Last 
of all, let us use sound judgment when we as state 
officers confer to evaluate and approve postgradu- 
ate activities of our members. 


Address presented at the State Officers Luncheon, March 
20, in San Francisco. 


at the annual banquet. Round table discussions 
and exhibits complete the Assembly program. 
The towa chapter plans to conduct a one-day 
scientific meeting every two months during the fall 
and winter. Programs have been developed for 


~ four meetings to be held in Des Moines, Septem- 


ber 6, November 8, 1951, and January 24 and 
April 24, 1952. Speakers for the September 6 meet- 
ing will be Dr. Philip Thorek and Dr. Carroll B. 
Larson. Dr. Ranson D. Bernard will be the lunch- 
eon speaker. 

The first Semi-annual Postgraduate Seminar of 
the Alabama chapter was held August 22 and 23 
at the Medical College of Alabama in Birmingham. 
Ward rounds, clinical demonstrations, and panel 
discussions were features of the program. The lec- 
turers and instruction were supplied by the De- 
partments of Obstetrics and Gynecology of the 
College, under the direction of Dr. James R. 
Barber and Dr. W. Nicholson Jones. 

Plans have been completed by the New England 
Postgraduate Assembly for a three-day program 
which it will present November 7, 8, and 9 in Bos- 
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SALICYLATE 
Therapeutic Standby 


PARA-AMINOBENZOIC 


ACID. Salicylate- 
Potentiating Effect 


VITAMIN 
Capillary Protectant in Arthritis 


NEOCYLATE 


TRADEMARK 


EN TAB S&S 


FEATURES: 


Provides adequate doses of salicylate, long a mainstay 
in therapy of arthritis and rheumatic fever 

PABA enhances salicylate action, facilitating attainment 
of higher salicylate blood levels 

PABA itself exerts synergistic antipyretic action, in- 
creases feeling of well-being 

VITAMIN C raises ascorbic acid blood levels, depleted 
by rheumatic disease and intensive salicylate medication 

VITAMIN C in NEOCYLATE* prevents capillary damage 
and, like PABA, helps to secure higher salicylate blood 
levels 


Enteric coating minimizes possibility of gastric irritation 


FORMULA: 


Each Entab* contains: 
Sodium Salicylate... .0.25 Gm. 


(4 gr.) 
Para-Aminobenzoic 
(4 gr.) 
Ascorbic Acid.......0.020 Gm. 
(0.3 gr.) 
SUPPLIED: Bottles contain- 
ing 200, 500, and 1,000 Entabs. 


*Trademark of The Central Pharmacal Co. 
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ton. The New England chapter of the Academy 
will hold its annual meeting the afternoon of No- 
vember 9. 


The St. Louis (Missouri) chapter, in co-opera- 


tion with Washington University, will hold its sec- . 


ond postgraduate course for general practitioners 
beginning September 18. The course consists of 
two-hour lectures on Tuesday and Thursday morn- 
ings for a period of six weeks. Chairman of the 
chapter's education Committee is Dr. Norton J. 
Eversoll. 

More than 100 physicians from ten counties at- 
tended a two-day postgraduate training seminar re- 
cently held in Santa Rosa under the sponsorship 
of the Sonoma County Medical Society and the 
Committee on Postgraduate Activities of the Cali- 
fornia Medical Association. 

The University of California Medical Center, 
San Francisco, is conducting a number of short 
refresher courses for general practitioners during 
the fall. An evening symposium in medicine will 
be held every Monday evening starting September 
10 and ending November 26. 

The third annual postgraduate course on Psy- 
chiatry for general practitioners was given at the 
University of Colorado Medical Center in Den- 
ver, July 26, 27, and 28. 

A series of 30 clinical sessions in Endocrinology 
will be presented by the Philadelphia (Pennsyl- 
vania) General Hospital for physicians in that 
area. The sessions will start in September and will 
be of one and one-half hours’ duration. Emphasis 
will be on the practical aspects of diagnosis and 
management of common endocrine disorders. 

On October 19, a postgraduate course entitled 
“Obstetrics and Gynecology in General Practice” 
will be given by the Medical School of the Uni- 
versity of Virginia. 

During the school year of 1951-52, the Univer- 
sity of Maryland School of Medicine is conduct- 
ing a two-hour course which will be given every 
Wednesday. The purpose of the course is to keep 
practicing physicians up to date with advances in 
medicine. 

A co-ordinating Committee on Postgraduate Edu- 
cation has been functioning for a number of years 
in Wisconsin. This Committee is made up of rep- 
resentatives of the State Medical Society, the Wis- 
consin Academy of General Practice, the Univer- 


sity of Wisconsin Medical School, Marquette Uni- 
versity School of Medicine, the State Board of 
Health, Wisconsin Heart Association, Wisconsin 
Division of the American Cancer Society, Wiscon- 
sin Anti-Tuberculosis Association, and the National 
Foundation for Infantile Paralysis. Duplication of 
effort and programs are avoided by this plan, and 
Postgraduate courses are developed to meet the 
needs of the majority of practicing physicians. The 
faculty of the medical schools serve as instruc- 
tors. There is a registration fee of $10 for physi- 
cians who wish to attend. 

Dr. James L. Doenges was guest speaker at a 
recent meeting of the Northern Mlinois Regional 
chapter at Rock Falls. The subject of his address 
was “The Collectivist Trend.” 

Some 250 members and friends of the St. Louis 
(Missouri) chapter attended a picnic held July 29, 
at which the Tele-Clinic Film of the Academy's 
1951 Assembly was shown. 

The Woman's Auxiliary to the Lovisiana chap- 
ter will hold its Third Annual Assembly in Baton 
Rouge in conjunction with the chapter’s assembly. 
Dr. J. P. Sanders will address the group. At the 
meeting, the “GP Wife of the Year” will be hon- 
ored with a plaque. 

Marriage team, Dr. O. W. Topp and Dr. Janie 
Topp, of Lake Charles, Louisiana, have featured 
roles in “When Doctor Marries Doctor” which ap- 
peared in the July issue of Medical Economics. As 
fellow officers in the Louisiana chapter, Dr. O. W. 
is director, and his wife, Dr. Janie, is secretary. 

A member of the California chapter, Dr. Dwight 
H. Murray, was recently elected Chairman of the 
Board of Trustees of the American Medical Asso- 
ciation. 

Congratulations are extended to the St. Louis 
Academy of General Practice on the successful 
completion of a first year’s Emergency Call Serv- 
ice. Volunteers, all general practitioners, have an- 
swered 300 distress calls from patients, who were 
not able to reach their own family doctors. This 
plan, superior to many other call services in the 
country, has streamlined the procedure by having 
the exchange operator get a description of the ac- 
cident and forward the call to the emergency doc- 
tor; he returns the patient's call, giving instructions 
on what to do until he arrives, and then he is on 
his way. 
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SToLic« and STOLIC® Forte Tablets bring about 
a decrease in systolic pressure of approximately 
35 mm. of mercury. Pressure begins to fall 15 
to 30 minutes after administration; maximum 
reduction in pressure is produced in about 2!/, 
to 3 hours. The effect of a dose lasts 4 to 
6 hours. 


Because of their prolonged action, STOLIc Tab- 
lets make it possible to maintain steady effects 
without the need for frequently repeated doses. 
This is an important advantage in the manage- 
ment of patients with essential hypertension and 
other circulatory disturbances in which it is 
desirable to lower the general blood pressure 
over an extended period of time. 


Sto.ic Tablets benefit hypertensive patients in 
3 ways: 


1) by direct action on the vasomotor system as 
provided by 


MANNITOL HEXANITRATI 


Mannitol hexanitrate has a prolonged vasodi- 


BLOOD PRESSURE 
REDUCED 


Hypertensive patients benefited 3 ways 


lating action by virtue of its relaxing effect on 
the smooth muscle of the arteries. This action 
results in a gradual decrease in arterial pressure; 
diminished pressure is seen for 4 to 6 hours after 
administration. 


2) by general sedative and calmative effects as 
provided by 


DELVINAL@ VINBARBITAL 

Delvinal alleviates anxiety and tension, makes 
patients less apprehensive and less irritable. This 
tends to prevent fluctuations in blood pressure 
of emotional origin. Delvinal also contributes 
to the control of vasomotor function by sub- 
duing nerve-reflex excitability. 


3) by a beneficial effect on abnormal capillary 
fragility as provided by 


RUTIN 
Rutin has been found useful in the treatment of 
increased capillary fragility associated with hy- 
pertension. Since cerebral and retinal hemor- 
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ssential Hypertension 


Fall in blood pressure begins 15 to 30 minutes 
dose ours. 


rhages occur more frequently when hypertension the administration of rutin is a logical procedure 
is accompanied by increased capillary fragility, for guarding against such vascular accidents. 


COMPOSITION 


Each Tablet contains: 


ST () ¥ Mannitol hexanitrate 15 mg. (4 grain) 
TABLETS Rutin 20 mg. (14 grain) 


Delvinal vinbarbital 30 mg. (4 grain) 


Each Sto.ic Forte Tablet contains: 


STOLIC Forte | 
TABLETS | Rutin 


Delvinal vinbarbital 30 mg. (% grain) 


Dosage Packaging 


The recommended dose for adults is 1 to 2 STOLIC and STOLIC ForTE Tablets are supplied in 
tablets at intervals of four to six hours. If the bottles of 100 and 1,000. 

systolic pressure is excessively elevated, the dose 

may be increased in accordance with clinical 

judgment. 


SHARP & DOHME, Philadelphia 1, Pa. 
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for your tense and nervous patient: 


the double therapeutic action of ‘Eskaphen B’ 


The mild, calming sedation of phenobarbital—to ease tension, 
to quiet nervousness. High dosages of thiamine— 


to restore appetite and improve general nervous tone. 


now in 2 dosage forms: 


Eskaphen B Elixir—Delightfully palatable, pleasant 
and easy-to-take. 


New Eskaphen B Tablets—This is the convenient 
alternate dosage form. 


Smith, Kline & French Laboratories, Philadelphia 


Each 5 cc. teaspoonful of the Elixir contains 
phenobarbital, 44 gr.; thiamine hydrochloride, 5 mg. 
Each tablet is the dosage equivalent 
of 5 ce. of the Elixir. 


tablets 


Eska h | B ‘Eskaphen B’ T.M. Reg. U.S. Pat. Off. 


Phenobarbital plus therapeutic dosages of thiamine 


elixir 
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Tue American Academy of General Practice re- 
quires one hundred fifty hours of medical study 
every three years for continued membership. Fifty 
of these hours must be in attendance at formal 
postgraduate courses. The remaining one hundred 
may be made up by attendance at national, state, 
and county medical society scientific meetings, 
clinical conferences, and hospital staff meetings. 

The main purpose of this report is to provide a 
consolidated list of various courses to assist mem- 
bers in fulfilling the requirement of fifty hours of 
formal postgraduate work. The name and location 
of institutions and organizations offering short post- 
graduate or refresher courses for the general prac- 
titioner are given, plus a brief outline of the type 
of course. Physicians interested in a particular 
course should communicate directly with the spon- 
soring institution for current information on enroll- 
ment dates, duration, and subjects to be presented. 

Some of the courses listed are assemblies or clin- 
ical conferences, and not, strictly speaking, formal 
in-residency postgraduate courses. Credit for at- 
tendance at these courses will be accepted toward 
the required one hundred hours of attendance at 
medical society or hospital staff meetings. For many 
of the short courses, the program is not prepared 
sufficiently in advance to permit publication in this 
type of report. These courses and meetings are held 
at about the same time each year so that the infor- 
mation contained herein will enable a physician to 
locate the type of program he wants and he can 
then write for current information. 

The medical schools which offer regular post- 
graduate courses each year publish their own de- 
scriptive booklets which can be obtained directly 
from the school. The name and address of each 
medical school offering courses that are designed 
for general practitioners are listed herein, al- 
though the individual courses are not described. 

In addition to the courses listed here, there are 
many postgraduate courses in a given medical spe- 
cialty that may be of interest to a general practi- 
tioner who desires to obtain additional training in 
one clinical field. Although not all of these are 
open to general practitioners, many of the short 
courses in obstetrics and gynecology, internal medi- 
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MEDICAL STUDY COURSES FOR THE GENERAL PRACTITIONER 


Prepared by the COMMISSION ON EDUCATION, American Academy of General Practice 


cine and surgery are available to general practi- 
tioners. A complete list of postgraduate continua- 
tion courses is published twice a year, in June and 
December, in the Journal of the American Medical 
Association. 


Course Approval and Acceptable Credit 


Many of the schools and organizations have in- 
dicated an interest in organizing their courses 
to meet the approval of the American Academy of 
General Practice for its medical study require- 
ments. Attendance by members of the Academy at 
all courses, conferences, and assemblies organized 
or sponsored by recognized schools, medical soci- 
eties, and hospital staffs will be accepted toward 
the one hundred fifty hours of medical study re- 
quirement. 

The Board of Directors originally adopted the 
policy that all courses given at or sponsored by in- 
stitutions approved by the Council on Medical 
Education and Hospitals of the American Medical 
Association for graduate medical education will be 
accepted toward the fifty hours of formal postgrad- 
uate study. This includes hospitals that are ap- 
proved for intern and resident training. This policy 
has been reaffirmed by the Congress of Delegates 
at its annual meetings. 

Certain recommendations of the Commission on 
Education, as well as suggestions from state chap- 
ters, have been adopted to clarify further the pro- 
cedure for classifying courses for formal study 
credit. Each state chapter is responsible for mak- 
ing the initial evaluation of a particular course or 
program given in its area. The state chapter's clas- 
sification, with supporting evidence for its action, 
is forwarded to the Commission on Education for 
review, and for acceptance or rejection. 

In order to develop more definite lines of com- 
munication for exchange of information and to 
more clearly define the responsibility and authority 
for interpreting and executing the established 
policy, a plan was formulated whereby each mem- 
ber of the Commission is responsible for the edu- 
cational activities in a given region. Each member 
agreed to act as liaison officer to the state chapters 
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in his region, and he is authorized to act for the 
Commission regarding the classification of courses. 
The members of the Commiss‘on also act in an ad- 
visory capacity to the state chapters on all educa- 
tional matters. 

The Commission on Education developed a 
“work-kit” on education for general practitioners 
which has been distributed to all state chapter ofh- 
cers and committees on education. This kit con- 
tains copies of all pertinent material on the Acad- 
emy’s programs, as well as examples of successful 
operating continuation courses. 

During May and June of this year, the members 
of the Commission individually held at least one 
conference with the state chairmen of committees 
on education in their regions to discuss problems 
and plans for postgraduate programs. Such confer- 
ences proved very helpful in clarifying the policy 
regarding the classification of courses acceptable 
for credit toward the fifty hours of formal study re- 
quired every three years for continued membership. 


A.A.G.P.’s Annual Scientific Assembly 


The Academy’s own four-day Scientific Assem- 
bly, held in the spring of each year, is a good ex- 
ample of a continuation course for family physi- 
cians. The Academy’s program is based upon the 
principles that general practitioners, as family 
physicians, must know much about the modern 
American family and its problems; that general 
men need to be intimately familiar with the essen- 
tials of diagnosis and management of all types of 
disorders; and that the program must be designed 
to provide busy family doctors with a wealth of 
information in capsule or nugget form. 


Circuit Courses 


Of particular interest to general practitioners lo- 
cated some distance from medical schools or large 
medical centers are the so-called circuit or itinerant 
postgraduate courses. These courses are organized 
to bring the instructor to the practicing physician 
instead of requiring the physicians to go to a medi- 
cal school or medical center to attend a course. 
Usually a series of lectures or clinical conferences 
are conducted one day or one evening a week each 
year in a number of localities in the state. Such 
courses are sponsored by medical schools, state 
medical societies, or state chapters of the Academy, 
and are included in the following list of continua- 
tion courses. Good examples are those sponsored by 


the Illinois Academy of General Practice, the 
Medical Society of the State of Pennsylvania, and 
the Universities of Kansas, Michigan, and Min- 
nesota. 


Clinical Conferences at Hospitals 


The medical staffs at a number of hospitals have 
organized clinical conferences for practicing physi- 
cians in the area. Many of these conferences are 
designed to provide practical training under super- 
vision. We do not have detailed information on all 
of these programs and have not attempted to list 
them. These conferences are usually held regularly 
once or twice a week and continue throughout the 
year. 

Credit for attending these conferences will or- 
dinarily be accepted toward the fifty hours of for- 
mal postgraduate study requirements if the con- 
ference is well organized and is given at a hospital 
approved for intern or resident training by the 
Council on Medical Education and Hospitals of 
the American Medical Association. The final de- 
cision on the proper credit will be left to the re- 
spective state chapters. 


Medical Society and Hospital Staff Meetings 
Of the one hundred fifty hours of medical study 


required every three years for continued member- 
ship in the Academy, one hundred hours can be 
acquired through attendance at the scientific ses- 
sions of regular medical society and hospital staff 
meetings. These scientific meetings are not listed 
in the following because they are well publicized 
locally. 

The Commission hopes that the members will 
not only attend medical society and hospital staff 
meetings but will actively participate in such func- 
tions. The feeling among the medical profession 
as a whole has been that general practitioners were 
not interested in medical organization activities and 
that this lack of interest was one of the main rea- 
sons for the general practitioner's failure to main- 
tain his proper position in the profession. 


Objectives 


The Commission on Education of the American 
Academy of General Practice desires to assist mem- 
bers in obtaining postgraduate training. In many 
areas there are sufficient facilities for postgraduate 
education for general practitioners. In such areas 
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the need is for greater participation, both in organ- 
izing and presenting the program and in attend- 
ance. In other areas there is a lack of facilities for 
continuation of medical study. Here the general 
practitioners should work with other established 
medical organizations in setting up a postgradu- 
ate training program in which all physicians par- 
ticipate. Provisions should be made to present 
courses or conferences that will assist the general 
practitioner in keeping up to date with advance- 
ments in medicine. 

The Council on Medical Education and Hos- 
pitals of the American Medical Association pub- 
lishes semi-annually a list of postgraduate continu- 
ation courses for practicing physicians. The list for 
the period July 1, 1951 to January 15, 1952, which 
appeared in the June 9, 1951 issue of the Journal 
of the A.M.A., contains information on 873 courses. 
These courses vary in length from a few days to 
several months. Seventy-one of these courses are 
especially designed for general practitioners, al- 
though many of the others are of interest to gen- 
eral practitioners also. According to the Council, 
there were a total of 1,370 postgraduate programs 
conducted during the school year 1949-1950, with 
an attendance of over 75,000 physicians. For the 
most part these courses were designed for the gen- 
eral practitioners who comprise the majority of 
practicing physicians. In the school year 1945-1946, 
there were 1,276 postgraduate programs at which 
the approximate attendance was 45,955. Not only 
are state chapters of the Academy developing and 
conducting their own postgraduate courses, but 
medical schools, national, state, and local medical 
organizations are endeavoring to conduct courses 
and scientific programs of interest to general prac- 
titioners. 

It is also believed desirable for general practi- 
tioners to conduct their own meetings or confer- 
ences at which they discuss problems peculiar to 
their practice, including office techniques and pro- 
cedures. Such meetings should be particularly help- 
ful to younger physicians faced with many prob- 
lems not covered in medical schools or in hospital 
training. 

The Commission expects through continued 
study of postgraduate training facilities and pro- 
grams to assist in developing a greatly expanded 
program that will encourage and assist general 
practitioners to maintain the highest standards of 
medical practice. 

We wish to thank the medical schools, other 
medical societies, and our own state chapter officers 
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for their co-operation and assistance in the Acad- 
emy's medical study program. 

The following list of courses by states is not in- 
tended to provide detailed information on a_par- 
ticular course, but is a list of sponsoring organiza- 
tions that are conducting courses or scientific pro- 
grams specifically designed for the busy family 
physician. Current information is published in GP 
each month. Members desiring information on 
these programs should write directly to the spon- 
soring organization. 


ALABAMA 
The Medical College of Alabama, 620 South 20th Street, 

Birmingham 5, Alabama. 

The Medical College of Alabama provides a general re- 
view course for general practitioners. It is a three-day 
course and is given in the last half of the school year. It 
is not a didactic lecture course, but consists of clinical 
demonstrations with panel discussions following. 


The Alabama State Medical Association, 519 Dexter 

Avenue, Montgomery, Alabama. 

A circuit course is sponsored by the Alabama State 
Medical Association. Teams of doctors from the medical 
college conduct two- and three-day meetings throughout 
the state. The purpose is to keep the general practitioner 
abreast of medical progress. The Alabama State Medical 
Association is providing funds to pay for incidental ex- 
penses incurred by the lecturers. The Extension Division 
of the University of Alabama handles the mechanics of 
the meetings. 


Alabama Academy of General Practice, 17 Molton Street, 

Montgomery, Alabama. 

The Alabama Chapter of the A.A.G.P. has arranged 
with the Medical College of Alabama to conduct two 
postgraduate seminars of two days’ duration. The semi- 
nars include lectures, clinical demonstrations, and panel 
discussions. 


Black Belt Medical Society, Marion, Alabama. 
The Black Belt Postgraduate Assembly is held twice a 
month at the Selma Country Club in Selma, Alabama. 


ARKANSAS 
Arkansas Academy of General Practice, Fount Richard 
son, Secretary, Box 83, Fayetteville, Arkansas. 

A three-day symposium on various clinical subjects, 
given at different periods during the year, is conducted at 
the University of Arkansas Medical School, Little Rock, 
under the joint sponsorship of the Arkansas Academy of 
General Practice, the University of Arkansas Medical 


School, and the Arkansas Medical Society. 


University of Arkansas School of Medicine, 1209 Mc- 
Almont Street, Little Rock, Arkansas. 
The University of Arkansas School of Medicine con- 
ducts regular postgraduate courses throughout the school 
year, many of which are of interest to general practitioners. 
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CALIFORNIA 


California Academy of General Practice, 450 Mission 

Street, San Francisco, California. 

The California Academy of General Practice conducts 
an annual scientific assembly of three days’ duration dur- 
ing the first part of November. The program is designed 
entirely for the physician in general practice and presents 
information immediately applicable to his own practice. 


California Heart Association, 45 Second Street, San 

Francisco 5, California. 

The California Heart Association presents each fall a 
series of lectures on cardiovascular diseases. One meeting 
is held in Los Angeles and one in San Francisco, usually 
a two- to four-day session. There are no fees and all 
licensed physicians are eligible to attend. Lectures are 
followed by round table discussions. The subjects deal 
with problems of interest to the general practitioner as 
well as physicians specializing in cardiovascular diseases. 


California Medical Association, Committee on Postgradu- 
ate Activities, 450 Sutter Street, San Francisco 8, Cali- 
fornia. 

California is divided into fifteen regions, and arrange- 
ments are to present two one-day clinical conferences an- 
nually in each region. The course consists of a two-hour 
clinical conference in the morning with case presentation 
by the local physicians or hospital staff members with 
discussions by visiting faculty; a three and-one-half hour 
afternoon session on subjects of particular interest to the 
local group with discussion periods; a two-hour evening 
program given by visiting faculty. Emphasis is on the 
practical rather than the theoretical with new material to 
add stimulus and incentive. 


College of Medical Evangelists Graduate School of Medi- 
cine, Boyle and Michigan Avenue, Los Angeles, Cali- 
fornia. 

In connection with the program of full-time graduate 
study, postgraduate and refresher courses are also offered 
from time to time during the year in various clinical 
fields and are intended primarily for physicians in gen- 
eral practice. Also provided is a one and one-half hour 
weekly course for twelve weeks in general medicine. 

A Postgraduate Convention is sponsored annually by 
the Alumni Association of the College of Medical Evan- 
gelists in the spring of the year. 


Hollywood Academy of Medicine, Henry D. Keislar, 
M.D., Secretary-Treasurer, 4759 Hollywood Boulevard, 
Los Angeles, California. 

The Scientific meetings are held on the second Thurs- 
day of each month, with the exception of July, August, 
and December, each meeting lasting an hour and a half. 
The program committee strives to cover all fields of medi- 
cine. Speakers are men of recognized scientific and teach- 
ing ability from medical centers in the United States. 


Los Angeles County Medical Association, 1925 Wilshire 
Boulevard, Los Angeles, California. 
A weekly lecture series primarily for general practi- 
tioners is held each Tuesday morning for one section of 
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the city and on Wednesday morning for another section. 
The county medical society has advised its Section on 
General Practice that it will provide the type of program 
the general practitioners wish at such times and places 
the Section believes most suitable. 


Stanford University School of Medicine, 2398 Sacramento 

Street, San Francisco, California. 

Postgraduate medical courses during the school year are 
offered for practicing physicians. Half-day courses include 
general surgery, internal medicine, dermatology, fractures, 
laboratory diagnosis, endocrinology, surgical specialties. 

Some local medical societies, as well as the San Fran- 
cisco Department of Public Health have arrangements 
with the Stanford University School of Medicine to con- 
duct special courses for their members. For example, the 
Santa Clara County Chapter of the Academy has arranged 
for the University of Stanford Medical School to provide 
a series of evening seminars for its members. 


San Joaquin County Medical Society, Committee on 
Postgraduate Activities, Stockton, California. 
The San Joaquin County Medical Society sponsors a 
series of two-hour lectures which are presented during 


September, October, November, and December. 


University of California Medical School, \edical Center, 
San Francisco, California, and University Extension, 
405 Hilgard Avenue, Los Angeles 24, California. 

The University of California School of Medicine, 
through its Medical Extension Division, offers continua- 
tion courses for physicians throughout the year. An eve- 
ning course covering a period of twelve weeks is offered 
in general medicine. The University also offers other 
courses in various clinical subjects. 


University of Southern California School of Medicine, 
Medical Extension Education, Box 158, Los Angeles 
County Hospital, 1200 N. State Street, Los Angeles 33, 
California. 

The University of Southern California Medical School 
offers a number of short courses that are of value to gen 
eral practitioners. These courses are given one night a 
week over a period of twelve weeks during the school 
year. These are refresher courses in internal medicine, 
obstetrics, gynecology, pediatrics, recent advances in diag- 
nosis and treatment, and electrocardiography. 


State of California Department of Public Health, Bureau 
of Chronic Diseases, 760 Market Street, San Francisco 
2, California. 

The Bureau of Chronic Diseases sponsors programs for 
cancer symposia to be presented to county medical socie- 
ties. The speakers are drawn from a panel maintained by 
the cancer commission of the California Medical Associa- 
tion. The emphasis is placed on diagnosis and the pro- 
gram is prepared to aid the man in general practice. 


COLORADO 


University of Colorado School of Medicine, 4200 East 
Ninth Avenue, Denver, Colorado. 
A number of weekly courses are given, each devoted 
to a definite clinical subject. Most of these courses are 
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annual mid-winter postgraduate clinic for three days. 


The Medical Alumni Association of the University of 


Colorado offers an annual scientific program in June. 


Rocky Mountain Medical Conference, Colorado State 
Medical Society, 835 Republic Building, Denver, Colo- 
rado. 

An annual medical conference sponsored by the medi- 
cal societies of Colorado, Utah, Wyoming, and Montana 
is a three-day meeting usually held during the summer. 


Colorado Academy of General Practice, Robert M. 
Maul, M.D., Secretary, 2704 West 32nd Avenue, Den- 
ver 11, Colorado. 


The Colorado Academy of General Practice has made 
arrangements with the University of Colorado School of 
Medicine to conduct courses of particular interest to the 
general practitioners. Some of these courses are given at 
the University of Colorado Medical Center, and others 
are planned for presentation at different localities through- 
out the state. For example, in April and May, 1951, the 
Colorado School of Medicine, in co-operation with the 
Colorado Chapter and the Weld County Medical Society, 
presented a series of twelve weekly lectures at the Weld 
County Hospital at Greeley, Colorado. 


Colorado State Medical Society, Harvey T. Sethman, 
Executive Secretary, Republic Building, Denver, Colo- 
rado. 


The Colorado State Medical Society offers two week- 
long clinical sessions yearly. The mid-winter clinics are 
held in Denver each February, whereas the annual meet- 
ing is held in September. The program is designed for 
physicians in general practice. 


CONNECTICUT 


Connecticut State Medical Society, Clinical Congress, 
258 Church Street, Box 1438, New Haven, Connec- 
ticut. 


A three-day conference for members of the State Medi- 
cal Society is designed to assist practicing physicians to 
keep up-to-date on advances in treatment and diagnosis. It 
is usually held in September. 


Yale University School of Medicine, 333 Cedar Street, 

New Haven, Connecticut. 

Postgraduate courses are designed to give practicing 
physicians an opportunity to become familiar with new 
knowledge, procedure, and points of view. All courses are 
held at Yale University School of Medicine or at the 
Grace New Haven Community Hospital. Courses are 
divided into the usual specialties. Most of the courses 
are for twelve periods, given in two-hour sessions weekly, 
throughout the academic year. 


Hartford Hospital, 80 Seymour Street, Hartford 15, Con- 
necticut. 
The medical staff of the Hartford Hospital conducts a 
regular educational program every day at the hospital. 
The program includes ward rounds, conferences, lectures, 
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designed for the general practitioner. There is also an 


ate training program is devoted primarily to training 


and clinics. Most of the program is open to all interested 
physicians. Other courses in various clinical subjects are 
given each evening by the combined staffs of the Yale 
University School of Medicine and the Hartford Hospital. 


DELAWARE 


Delaware Academy of General Practice, H. T. McGuire, 
M.D., Secretary, 212 Delaware Street, New Castle. 
The Delaware Academy of General Practice, through 

arrangements with the medical schools of Philadelphia, is 

conducting a series of postgraduate courses at hospitals 
in the larger cities in Delaware. 


DISTRICT OF COLUMBIA 
District of Columbia Chapter, American Academy of 

General Practice, Sherman A. Thomas, M.D., Secre- 

tary, 4301 48th Street, N.W., Washington. 

A series of two-hour lectures on postgraduate study 
was sponsored by the District of Columbia Chapter dur- 
ing the school year. The lectures include case studies 
and discussion from the floor. 


The George Washington University Medical School and 
Hospital, 1335 H Street, N.W., Washington, D. C. 
A number of full-time courses of one to three weeks 

are offered. One is in general medicine. 


U. S. Public Health Service, Washington, D. C. Chief of 
the Venereal Disease Division. 

The U. S. Public Health Service offers two courses 
annually in venereal disease control, usually in May and 
November. These courses are intended for general prac- 
titioners and public health officers. These are primarily 
lecture courses of fourteen days’ duration. 


United States Navy, Professicaal Division, Bureau of 
Medicine and Surgery, Washington 25, D. C., in co- 
operation with District Medical Officers at the Head- 
quarters of the Respective Naval Districts. 

The United States Navy Medical Department's gradu- 
ate education programs are primarily devoted to training 
regular medical officers. Short refresher courses are han- 
dled by the District Medical Officer for reserve officers in 
their particular districts. These courses are of two weeks’ 
duration. The courses include lectures, demonstrations, 
ward rounds, and clinical conferences. All reserve medical 
officers in the Naval district where the courses are given 
are eligible to attend. Officers desiring to attend should 
obtain orders from their District Commandant in order 
to receive pay, allowance, and credit for active duty. 

In a few instances, reserve officers may obtain orders 
for training duty at the Naval Medical Center at Bethesda, 
Maryland. Request for information should be directed to 
the Commandant of the Naval District in which the re- 
serve officer resides. 


United States Army, Office of the Surgeon General, 
Education and Training Division, Washington, D. C., 
Also United States Army Area Commands. 

The United States Army Medical Department's gradu- 


t 
149 


: 


That § the sign for SYNTHENATE TARTRATE therapy 
... for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SY NTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously ... repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 

Complete literature to physicians on 
request. 


George A. Breon & Co. a 
Vg Pharmaceutical Chemists * 1450 Broadway, New York 18, N.Y. 


Volume IV, Number 3 


AT THE 
| 
4 
~ 
ian 
150 GP | 


Regular Army medical officers. Regular Reserve officers 
desiring two weeks’ active duty should obtain information 
from the headquarters of the Army area in which they 
reside. In most cases, reserve medical officers desiring two 
weeks’ active training duty will be assigned to duty with 
a training unit. Such duty does not ordinarily provide 
any organized refresher courses for medical officers. It is 
possible that the reserve officers will be assigned to duty 
with a large unit in which case they may actually receive 
some medical training under the supervision of more ex- 
perienced medical officers. Request for information should 
be directed to the Commanding General of the Army 


Area in which the reserve officer lives. 


Medical Society of the District of Columbia, 1718 M 
Street, N. W., Washington, D. C. 
The Medical Society of the District of Columbia con- 
ducts an annual scientific assembly of three days’ dura- 
tion. 


FLORIDA 


Florida Medical Association, Florida Theatre Building, 

Jacksonville, Florida. 

The Florida Medical Association in co-operation with 
its constituent county societies has arranged for scientific 
district meetings in various cities in the state during the 
latter part of the year. 


Graduate School of Medicine, University of Florida, The 
Department of Medicine, 2033 Riverside Avenue, 
Jacksonville, Florida. 

Short courses for practicing physicians are given 
throughout the year. The Florida Medical Association and 
the Florida State Board of Health are co-operating in this 


program. 


GEORGIA 
Atlanta Graduate Medical Assembly, 708 Juniper Street, 
N. E., Atlanta, Georgia. 
This organization sponsors an annual medical assembly 
of three days’ duration which is open to all licensed physi- 
cians. 


Emory University School of Medicine, 36 Butler Street, 
S. E., Atlanta, Georgia. 
One- and two-week courses for general practitioners are 
given during the school year at the Grady Memorial Hos- 
pital and Emory University Hospital. 


The Medical Association of Georgia, David Henry Poer, 
M.D., 875 West Peachtree Street, N. E., Atlanta, 
Secretary. 

The Medical Association of Georgia, in co-operation 
with Emory University School of Medicine and the Uni- 
versity of Georgia School of Medicine, has developed a 
plan to provide an annual one-week postgraduate course 
for general practitioners at each school. 


The Medical College of Georgia, Augusta, Georgia. 

The Medical College of Georgia conducts regular post- 
graduate courses for practicing physicians, including a 
refresher course for general practitioners. 
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ILLINOIS 


American College of Chest Physicians, 112 East Chest- 
nut, Chicago 11, Illinois. Murray Kornfeld, Executive 
Secretary. 

Weekly postgraduate courses in diseases of the chest 
are sponsored by the American College of Chest Physi 
cians in connection with its state chapters. The courses 
are given at different times in various states throughout 
the year. Instructors from medical schools present the 
program. In some areas the state chapters of the Academy 
have co-sponsored the course. 


American Committee on Maternal Welfare, Inc., 24 West 

Ohio, Chicago 10, Illinois. 

This organization sponsors an annual congress on ob- 
stetrics and gynecology, held in various cities. The con- 
gress is of six-day duration. The last congress was held 
in New York City May 14 through the 19th, 1951. 


American Society of Anesthesiologists, Committee on 
Medical Schools and Postgraduate Education, 118 West 
Randolph Street, Chicago 1, Illinois. 

The American Society of Anesthesiologists is sponsor- 
ing a program of refresher courses in anesthesiology for 
general practitioners, particularly those in rural areas. 
More than seventy training centers have been established, 
each being directed by a qualified and experienced anes- 
thesiologist. All courses are individualized to fit the needs 
and available time of the applicant. 


American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago 2, Illinois. 
The American Congress of Physical Medicine sponsors 
courses for physicians during its annual session. 


Chicago Medical Society, 30 North Michigan Avenue, 
Chicago, Illinois. Committee on Postgraduate Medical 
Education. Willard O. Thompson, M.D., Chairman. 
The Chicago Medical Society provides an annual clini- 

cal conference of four days’ duration. The conference is 

usually held in March. The course covers a wide variety 
of topics of benefit to the general practitioner. 

Postgraduate courses of one-week duration, open to all 
physicians who are members of their local medical so- 
cieties, are given from time to time. The courses are given 
at one of the medical schools with members of the faculty 
participating in presenting the program. 


Children’s Memorial Hospital, 707 Fullerton Avenue, 
Chicago 14, Illinois. 
A full time four-week course in pediatrics is given in 


the fall. 


Cook County Graduate School of Medicine, +27 South 
Honore Street, Chicago, Illinois. 
Cook County Graduate School of Medicine is organ- 
ized to provide intensive courses of varied length in all 
fields of medicine throughout the year. 


linois Academy of General Practice, 14 East Jackson 
Street, Chicago, Illinois. 
The Illinois Chapter of the American Academy of 


General Practice, in co-operation with the medical schools, 
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conducts a postgraduate circuit course covering the recent 
advances in all branches of medicine and surgery. The 
course, consisting of a series of forty lectures and con- 
ferences, is opened to all licensed physicians, and is pre- 
sented one day a week at eight different localities through- 
out the state. Tuition is $35.00 to members of the Acad- 
emy; $75.00 to nonmembers. 


ilinois State Medical Society, Postgraduate Education 
Committee, 30 North Michigan, Chicago, Illinois. 
The Postgraduate Education Committee sponsors one- 
day scientific conferences in the various districts of the 
state, usually one or two conferences annually in each dis- 
trict. Programs are worked out with the local district 
committee. 


Michael Reese Hospital Postgraduate School, [wenty- 
ninth Street and Ellis Avenue, Chicago 16, Illinois. 
This school is offering a number of postgraduate 

courses throughout the year which may be of interest to 

many of the members of the Academy. The tuition for 
these one-week courses is $50.00. However, the school 
provides a reduction in the tuition for group enrollment. 

For a group of 5-10 applicants, a 25 per cent reduction, 

and for groups of over 10, a 50 per cent reduction. To 

qualify for this reduction, one member of the group must 
collect all the applications and the tuition, and submit 
them as a group to the medical school. 


University of Chicago, The School of Medicine, Fifty- 
eighth Street and Ellis Avenue, Chicago, Illinois. 
Regular postgraduate courses of various lengths are 

available throughout the year. 


University of Illinois College of Medicine, 1853 West 
Polk Street, Chicago 12, Illinois. 
Refresher courses in various clinical subjects are given 
during the school year and some refresher courses in the 
summer. 


ILLINOIS, MISSOURI AND IOWA 
Mississippi Valley Medical Society, W. C. U. Building, 

Quincy, Illinois. 

The Mississippi Valley Medical Society has been con- 
ducting a postgraduate scientific meeting with its annual 
meeting for a number of years. It is usually held in the 
fall of the year. 


INDIANA 
Indiana Academy of General Practice, Norman R. 
Booher, M.D., Secretary, 447 East Maple Road, In- 
dianapolis, Indiana. 
The Indiana Academy conducts a two-day scientific as- 
sembly in connection with its annual meeting. 


Indiana State Medical Association, Mr. Ray E. Smith, 
Secretary, 23 East Ohiv Street, Indianapolis 4, Indiana. 
The Indiana State Medical Association, in co-operation 

with the University of Indiana Medical School, during 

the past year has conducted an experiment in postgradu- 
ate education. The Medical Society has arranged to trans- 
mit scientific lectures once a month by private telephone 
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wire to the 92 county societies throughout the state. All 
programs originate at the University of Indiana Medical 
School, although guest speakers are used as well as mem- 
bers of the faculty. 


Indiana University Medical Center, 1040 West Michigan 

Street, Indianapolis, Indiana. 

Refresher courses of five-day duration and other longer 
courses are given throughout the academic year. The 
University School of Medicine sponsors part-time courses 
at some of the hospitals. 


IOWA 
lowa State Medical Society, 505 Bankers Trust Build 
ing, Des Moines, Iowa. 

The Iowa State Medical Society provides several types 
of postgraduate courses for its members, one-day refresher 
courses and courses consisting of a two-hour session one 
day a week for five weeks. 


State University of lowa College of Medicine, lowa City, 

Iowa. 

The University, in co-operation with the lowa Academy 
of General Practice, is offering refresher courses for gen 
eral practitioners. Other courses are also offered through- 
out the school year. 


lowa Academy of General Practice, William M. Sproul, 
M.D., Secretary, 912 Equitable Building, Des Moines, 
Iowa. 
The lowa Academy of General Practice is sponsoring 
a series of one-day scientific meetings to be held every 
two months. Each meeting will be devoted to one clinical 
field and the lectures and conferences will be directed 
towards general practice. 


KANSAS 
University of Kansas Medical Center, [Thirty-ninth and 
Rainbow Boulevard, Kansas City 3, Kansas. 
Regular courses in various clinical subjects are given 
throughout the academic year. 


Kansas Medical Society, Kansas State Board of Health, 
University of Kansas Medical Center, Kansas City 3. 
Kansas. 

The above organizations work together to provide short 
two- and three-day refresher courses at the University of 
Kansas Medical Center. Circuit courses are also given in 
different cities throughout Kansas. 


KANSAS AND Missouri 
Greater Kansas City Section of The American Academy 
of General Practice, University of Kansas Medical 
Center, Kansas City 3, Kansas. 

The course is sponsored and arranged jointly by the 
Greater Kansas City Section of the American Academy of 
General Practice and the Department of Postgraduate 
Medical Education, University of Kansas School of Medi- 
cine. It is presented at the University of Kansas Medical 
Center, Kansas City, Kansas. 

While the course is arranged primarily for members of 
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about the First Ready-to-serve 
Rice Cereal for Baby 


Gerber’s Rice Cereal, the first hypo- 
allergenic starting cereal made of rice, 
contains no yeast, no malt, no milk solids. 

Rice flour is combined with rice pol- 
ishings, a rich source of the natural vitamin 
B-complex. Crystalline thiamine, ribo- 
flavin, and niacinamide give further 
B-vitamin supplementation. Iron is added 
to help support hemoglobin levels. 

Low in crude fiber and thoroughly 
pre-cooked, Gerber’s Rice Cereal is easily 
digested by very young babies. Introduced 
at the recommendation of doctors them- 
selves, it is still unsurpassed for quality 
and nutritional content at any price...a 
most satisfactory point for budget-minded 
young mothers. 

For variety, there are Gerber’s other 
one-grain cereals—the hypo-allergenic Bar- 
ley Cereal as well as Oatmeal and Cereal 
Food (wheat). All are enriched, 
all are pre-cooked, ready-to- 
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the American Academy of General Practice to provide this 
additional means of meeting the requirements in_post- 
graduate training, it is open to all doctors. 


KENTUCKY 
Medical School of the University of Louisville, the Ken- 
tucky State Medical Association, Kentucky Academy 
of General Practice, 323 East Chestnut Street, Louis- 
ville 2, Kentucky. 

These organizations are sponsoring a number of short 
refresher courses for all physicians in Kentucky. Two- 
and three-day courses are scheduled at different cities 
throughout the state. 


LOUISIANA 


New Orleans Academy of General Practice, Lovisiana 
State University School of Medicine, 1542 Tulane 
Avenue, New Orleans, Louisiana. 

The New Orleans Academy of General Practice has 
developed a continuation course for general practitioners 
in co-operation with the Louisiana State University School 
of Medicine, and is given at the Medical School. 


New Orleans Graduate Medical Assembly, 1430 Tulane 
Avenue, New Orleans, Louisiana. 
An annual postgraduate medical assembly for four 
days duration is held in the spring of the year. 


Tangipahoa Parish Medical Society, Louisiana State 
University, 1542 Tulane Avenue, New Orleans, Louisi- 
ana. 

The Tangipahoa Parish Medical Society in conjunc. 
tion with the State University provides a continuation 
course for general practitioners. The course consists of 
twenty-two hours given once every two weeks over a 
period of three months. 


Tulane University of Louisiana School of Medicine, 
Division of Graduate Medicine, 1430 Tulane Avenue, 
New Orleans, Louisiana. 

Tulane University School of Medicine conducts a num- 
ber of short refresher courses for general practitioners. 


MARYLAND 
Maryland Academy of General Practice, E. Irving Baum- 
gartner, M.D., Secretary, 25 Alder Street, Oakland, 

Maryland. 

The Maryland Academy of General Practice and the 
Council of Postgraduate Medical Education of the Uni- 
versity of Maryland, with the co-operation of members 
of the staff of the University of Maryland Medical 
School and the University Hospital, are sponsoring a 
series of postgraduate seminars. 


University of Maryland School of Medicine, Lombard 
and Greene Street, Baltimore 1, Maryland. 

The University of Maryland School of Medicine pro- 
vides review courses of ten- to twelve-week duration 
for general practitioners. The University also sponsors 
refresher courses for practicing physicians throughout the 
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courses for physicians desiring to specialize. 


state. These courses are given wherever a local group 
can provide a meeting place and guarantee an attendance 
of at least twenty-five physicians. 

In the school year 1951-52 the Medical School is con- 
ducting a two-hour course to be given every Wednesday 
starting at 4:00 p.m. The purpose of this course is to 
keep practicing physicians up-to-date with advances in 
medicine. 


MASSACHUSETTS 
Boston University School of Medicine, 80 East Concord 
Street, Boston 18, Massachusetts. 
Regular clinical lectures and demonstrations for prac- 
ticing physicians are conducted during the school year. 


Harvard Medical School, 25 Shattuck Street, 
15, Massachusetts. 


Boston 


Full-time refresher courses of one week, and longer 
couses of two weeks to one year, are offered. The courses 
are classified by clinical subjects and are designed to as- 
sist the practicing physician in keeping up-to-date. 


Lahey Clinic, 605 Commonwealth Avenue, Boston 15, 
Massachusetts. 


The Lahey Clinic offers two-hour clinics devoted to 
general clinical subjects on Wednesday and Thursday 
afternoons throughout the year except during July and 


August. 


Massachusetts Academy of General Practice, James G. 
Simmons, M.D., Secretary, 30 Myrtle Avenue, Fitch- 
burg, Massachusetts. 


The Massachusetts Academy of General Practice is 
co-operating with the Massachusetts Medical Society and 
the three medical schools in Boston (Harvard, Tufts, and 
Boston University) to develop a co-ordinated postgradu- 
ate program for Massachusetts and adjacent areas. Other 
organizations participating in the program are the state di- 
visions of the American Heart Association, the American 
Cancer Society, the National Infantile Paralysis Founda- 
tion, the Arthritis and Rheumatism Foundation and the 
Tuberculosis and Health League. The courses will be 
made available to all physicians in the New England 
Area. 


New England Postgraduate Assembly, Sponsored by the 
Medical Societies of Main, New Hampshire, Vermont, 
Massachusetts, Rhode Island, and Connecticut Execu- 
tive Committee, 8 Fenway, Boston 15, Massachusetts. 


This assembly has been conducted for a number of 
years by the above medical societies in the fall of each 
year. The meetings are of three days’ duration and in- 
clude lectures and clinics at hospitals in Boston. 


Tufts College Medical Schools, Postgraduate Division, 30 
Bennet Street, Boston, Massachusetts. 


Tufts College Medical School provides many one-week 
courses for practicing physicians in addition to longer 
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MICHIGAN 
Michigan State Medical Society, 2020 Olds Tower, Lan- 
sing, Michigan. 

The Michigan State Medical Society, in co-operation 
with the University of Michigan Medical School, the 
Wayne University College of Medicine, and the Michigan 
Department of Health, is conducting circuit courses at six- 
teen cities throughout the state. The Michigan State 
Medical Society also sponsors an annual postgraduate 
clinical institute, usually held in March of each year. 


University of Michigan Department of Postgraduate 
Medicine, 2040 University Hospital, Ann Arbor, 
Michigan. 

Brief review courses for practicing physicians are pro- 
vided throughout the academic year, as well as longer 
postgraduate courses. 


Wayne County Academy of General Practice, Henry 

Ford Hospital Medical Staff, Detroit, Michigan. 

The Wayne County Academy of General Practice spon- 
sors courses in conjunction with the staff of the Henry 
Ford Hospital. The course is given at the Henry Ford 
Hospital in Detroit. 


Wayne University College of Medicine, Postgraduate 
Medical Education, 1512 Saint Antoine Street, Detroit, 
Michigan. 

Wayne University provides postgraduate continuation 
courses in the regular clinical subjects. 


MINNESOTA 
Minnesota State Medical Association, Lowry Medical 

Arts Building, St. Paul 2, Minnesota. 

The Minnesota State Medical Association, in conjunc- 
tion with the University of Minnesota School of Medi- 
cine and the Minnesota Department of Health, conducts 
a series of circuit courses at nine localities throughout 
the state. The Minnesota Division of the Cancer Society, 
the Heart Association and the Minnesota Mental Hygiene 
Society also co-operate in this program. 


University of Minnesota Medical School Center for Con- 
tinvation Study, Minneapolis 4, Minnesota. 
The University of Minnesota Medical School offers 
short refresher courses throughout the academic year for 
general practitioners. 


MISSISSIPPI 
Mississippi Academy of General Practice, Moncure 
Dabney, M.D., Secretary, Crystal Springs, Mississippi. 
The Mississippi Academy of General Practice conducts 
a one-day seminar for practicing physicians. 


American Academy of General Practice, 406 West 34th 
Street, Kansas City 2, Missouri. 
The 1952 Scientific Assembly will be in Atlantic City, 
New Jersey, March 24-27. The scientific program is of 
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four-days’ duration and is designed specifically for general 
practitioners. 


General Practitioners’ Study Club, 10300 Lackland Road, 
St. Louis 14, Missouri. 
This organization sponsors eight two-hour monthly 
meetings for general practitioners, September through 
April of each year. 


Kansas City Southwest Clinical Society, 630 Shukert 
Building, Kansas City, Missouri. 
The Kansas City Southwest Clinical Society holds an 
annual fall clinical conference of four or five days’ dura- 
tion. 


Missouri Academy of General Practice, Citizens Bank 

Building, Springfield, Missouri. 

The Missouri Academy of General Practice, in co-op- 
eration with the Washington University School of Medi- 
cine, University of Missouri Medical School, Saint Louis 
University School of Medicine, and the University of 
Kansas Medical School, is presenting a series of post- 
graduate medical education meetings in seven different 
centers over the State of Missouri. Each course consists 
of four two-hour evening sessions. 


Missouri State Medical Association, 634 North Grand 
Avenue, St. Louis, Missouri. 
The Missouri State Medical Association conducts a 
one-day scientific meeting in each district during the fall. 


Saint Lovis Academy of General Practice, Saint Louis 
University School of Medicine, Medical School Build- 
ing, Room 223, 1402 South Grand, Saint Louis, Mis- 


souri. 


The St. Louis Academy of General Practice has ar- 
ranged with the St. Louis University School of Medi- 
cine to provide short postgraduate courses to be con- 
ducted twice a week throughout the school year for gen- 
eral practitioners in the St. Louis area. 


Washington University School of Medicine, Euclid Ave- 
nue and Kingshighway, St. Louis 10, Missouri. 
The Washington University School of Medicine pro- 
vides a two-week review course for general practitioners. 
It also offers longer courses in various clinical subjects. 


NEBRASKA 
Creighton University School of Medicine, 306 North 
Fourteenth Street, Omaha, Nebraska. Postgraduate 
Assembly Committee. 
A three-day clinical conference for practicing physi- 
cians is sponsored by the Creighton University. It is 
usually held in the spring of the year. 


Omaha Mid-West Clinical Society, 1031 Medical Arts 
Building, Omaha, Nebraska. 


The Omaha Mid-West Clinical Society is made up of 
physicians on the teaching faculty of Creighton and the 
University of Nebraska Medical School. It presents an- 
nually a five-day postgraduate course in October. 
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“true synergism: in an antibiotic combination 


Potentiation of 

penicillin action 

by addition 

of streptomycin: 
—— PENICILLIN 6 micrograms/ml. in vitro effect 

on enterococet 
----- STREPTOMYCIN 25 micrograms/mi. 


PENICILLIN 6 micrograms/ml. + Adapted from 
STREPTOMYCIN 25 micrograms/ml. 


Gunnison, J. B.. 
T and Coleman, R.: 


‘ 48 96 120 144 Science 111:254 
HOURS AFTER INOCULATION (March 1950, 


log of number of viable bacteria per milliliter 


in vitro: “The combined effect of 
streptomycin and penicillin on entero- 
cocci is evidently more than a summa- 
tion of the individual drug effects ...the 
increased effect...must be a true syner- 
vism of the two drugs.”? 

Cherapy:*From the results obtained 
fin 8 cases of subacute enterococcic 
endocarditis] there can be little doubt 
In each , that the concurrent administration of 
single / penicillin and streptomycin provides 
highly effective therapy. Moreover the 
results are obtained without... using 


dose 


vial >» massive doses of penicillin... 
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provides for intramuscular injection, the synergistic action of: 


crystalline procaine penicillin G 300.000 units 
buffered crystalline sodium penicillin G ... 100.000 units 
dihydrostreptomycin (as the sulfate) 
Combiotic P-S is { for one 3 ce. aqueous injection, easily prepared 
supplied in a special by the addition of sterile aqueous diluent. 
silicone treated 1. Jawetz, E.; Gunnison, J. B.. and Coleman, V. R.: 
Science 112:254 (March 10) 1950. 
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University of Nebraska College of Medicine, Forty- 
second Street and Dewey Avenue, Omaha 5, Nebraska. 
The University of Nebraska College of Medicine offers 

short refresher courses for practicing physicians, as well 

as longer regular postgraduate courses in clinical subjects. 

The short courses are for one week, the longer course, 

six weeks. 


NEW HAMPSHIRE 
New Hampshire Academy of General Practice, William 

F. Putnam, M.D., Lyme, New Hampshire. 

The New Hampshire Academy of General Practice has 
arranged to conduct one-day postgraduate courses every 
month in two locations, one in the northern part of the 
state and one in the southern part. The Tufts Medical 
School, the Dartmouth Medical School, the New Eng- 
land Medical Center in Boston, and the Hitchcock Clinic 
in Hanover, New Hampshire, are co-operating with the 
New Hampshire Academy in presenting these courses. 


NEW JERSEY 
Seton Hall University, 40 Clinton Street, Newark, N. J., 

Essex County Medical Society. 

The Essex County Medical Society, in co-operation 
with the Seton Hall University, has arranged to provide 
weekly lectures and clinical conferences at the Univer- 
sity. In addition, arrangements have been made for the 
physicians attending these conferencese to visit assigned 
hospitals for clinical instruction in pathology, internal 
medicine, gynecology, surgery, cardiology and ophthal- 
mology. 


The Medical Society of New Jersey, 55 Lincoln Park, 
Newark, New Jersey. In connection with Rutgers 
University. 

The Rutgers University in conjunction with the State 
Medical Society of New Jersey, provides postgraduate 
courses in general medicine. The courses are given at 
hospitals in various cities in New Jersey. 


NEW YORK 
Albany Medical College, Albany, New York. 
Short courses, one day a week in various clinical sub- 
jects, are conducted for practicing physicians in the Al- 
bany area throughout the school year. 


Columbia University College of Physicans and Surgeons, 
630 West 168th Street, New York 32, New York. 
The Columbia University College of Physicians and 

Surgeons offers refresher courses for general practitioners 

throughout the academic year. 


American Trudeau Society Medical Section, National 
Tuberculosis Association, 1790 Broadway, New York 
19, New York. Edmond R. Long, Executive Secretary. 
The American Trudeau Society offers through its state 

chapters postgraduate courses in pulmonary diseases for 

general practitioners. The courses are given in co-opera- 
tion with the faculty of a medical school at various times 
throughout the year. 
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Cornell University Medical College, 1300 York Avenue, 

New York 21, New York. 

Regular full-time postgraduate courses in various clini- 
cal subjects. In addition, Cornell University Medical Col- 
lege, in co-operation with the New York Hospital, is 
conducting a series of “Practitioners Conferences” every 
Wednesday afternoon. The meetings are in the form of 
teaching clinics, with opportunity for discussion of clinical 
problems. All physicians in the area are invited to attend 
these conferences. 


Cc il of Rochest 


Regional Hospital, Inc., 133 East 
Avenue, Rochester 4, New York. 
The Council of Rochester Regional Hospitals spon- 
sors postgraduate or refresher courses for general prac- 
titioners at its member hospitals. 


Joint Committee on Postgraduate Education, State Uni- 
versity of New York at New York City, the Medical 
Society of the County of Kings, Academy of Medicine, 
Brooklyn, 1313 Bedford Avenue, Brooklyn 16, New 
York. 

A series of short refresher courses designed for the 
general practitioner is given during the academic year. 


New York Medical College, Flower & Fifth Avenue 
Hospitals, 20 East 106th Street, New York 29, New 
York. 

Regular full-time postgraduate courses in various clini- 
cal subjects. Courses are of three months’ duration. 


New York Polyclinic Medical School and Hospital, 345 
West 50th Street, New York 17, New York. Edward 
L. Kellogg, M.D., Medical Executive Officer. 

The New York Polyclinic Medical School and Hos- 
pital has a full-time course of four weeks duration for 
general practitioners. 


New York Academy of Medicine, 2 East 163rd Street, 
New York 29, New York. 
The New York Academy of Medicine provides lec- 
tures on general medicine each Friday afternoon over a 
three-month period during the winter. 


New York City Department of Health, Health Depart- 
ment Building, 125 Worth Street, Manhattan, New 
York. 

A series of meetings for physicians designed to pro- 
vide information on the latest developments in medical 
practice are conducted under the auspices of the New 
York City Department of Health. The seminar has been 
arranged to meet the needs of the general practitioner 
who desires to be kept informed about advances in diag- 
nosis, treatment, and management of disease. The lec- 
tures are held on consecutive Saturday mornings. Ses- 
sions start at 10:30 a.m., and are held in the second 
floor auditorium of the Health Department Building. 


Medical Society of the State of New York, 112-25 
Queens Boulevard, Forest Hills, New York. 
The Council Committee on Public Health and Educa- 
tion of the Medical Society of the State of New York 
arranges for postgraduate instruction in a wide variety of 
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subjects. This program is made available through the 
combined efforts of the members of the Medical Society 
of the State of New York, the faculties of medical schools 
and research institutions, the New York State Depart- 
ment of Health, the Dental Society of the State of New 
York, the Division of Industrial Hygiene and Safety 
Standards of the New York State Department of Labor 


and several other institutions and associations. 


New York University-Bellevue Medical Center Postgrad- 
vate Medical School, 477 First Avenue, New York 16. 
The New York University provides part-time and full- 

time postgraduate courses in various clinical subjects. Most 

of the courses are open to general practitioners, and a few 
are designed for general practitioners. 


New York Academy of General Practice, Raymond S. 
McKeeby, M.D., Secretary, 84 Main Street, Bingham- 
ton, New York. 

The New York Academy of General Practice conducts 
an annual three-day scientific assembly for general prac- 
titioners in the fall of the year. 


State University of New York Medical Center, Syracuse. 

Regular one-day weekly postgraduate courses for the 
practitioners of Syracuse area are conducted throughout 
the vear. These courses include clinic instruction and 
clinical pathological conferences at the University Hos- 


pital. 


University of Buffalo, Department of Postgraduate and 
Continuation Studies, 24 High Street, Buffalo 3. 


A two-week course for general practitioners is offered 


by the University of Buffalo. The facilities of the hos- 
pitals in the city are used for instruction. 

The University of Buffalo Medical School, under its 
Regional Hospital Plan, provides clinical conferences 
once or twice each month at participating hospitals for 
practicing physicians in the area. 


University of Rochester School of Medicine, 260 Critten- 
den Boulevard, Rochester, New York. 
The University of Rochester School of Medicine offers 
refresher courses for general practitioners throughout the 
academic year. 


American Cancer Society, +7 Beaver Street, New York 4. 

The American Cancer Society, through its constituent 
state divisions, co-sponsors courses in cancer detection and 
tumor clinics with medical societies. In some areas, state 
chapters of the Academy are co-operating with state di- 
visions of the Society in sponsoring courses. 


NORTH CAROLINA 
North Carolina Academy of General Practice, John R. 

Bender, M.D., Nissen Building, Winston-Salem. 

The North Carolina Academy of General Practice has 
made arrangements with Duke University School of 
Medicine to present a two and one-half day symposium 
during its annual meeting. The symposium is conducted 
by the medical school faculty, and includes lectures, ward 
rounds, and panel discussions. 


Duke University School of Medicine, Durham, North 

Carolina. 

Duke University offers clinics and one- to two-week 
postgraduate courses open to all practicing physicians. It 
also co-operates with Duke University Hospital and Watts 
Hospital in presenting an annual symposium in the fall 
designed primarily for general practitioners. 


Southern Pediatric Seminar, Infants and Children’s 

Sanitarium, Saluda, North Carolina. 

A two-week full-time summer course in pediatrics is 
conducted by this organization each summer. A course 
in obstetrics has been added in the last few years. Lec- 
tures are given by experienced instructors in the fields 
of pediatrics and obstetrics and hospital clinics are held 
at two hospitals. Model maternal and child health clinics 
are also conducted. The courses are designed for general 
practitioners. 


University of North Carolina School of Medicine, Exten- 
sion Division, Chapel Hill, North Carolina. 

The University of North Carolina School of Medicine 
provides postgraduate courses in general medicine of six 
to eight weeks duration one day a week during the aca- 
demic year. The courses are given at various cities in the 
state of North Carolina. 


OHIO 
Frank E. Bunts Educational Institute at the Cleveland 
Clinic, 2020 East 93rd Street, Cleveland 6. 
Short postgraduate courses in general medicine are 
conducted for practicing physicians in the area. 


Franklin County Academy of General Practice, College 
of Medicine Ohio State University, Neil and Eleventh 
Streets, Columbus. 

The Franklin County (Columbus, Ohio) Academy of 
General Practice, in collaboration with the College of 
Medicine, Ohio State University, is presenting a series 
of General Practice Seminars. These Seminars will be held 
on every other Sunday morning during the year at the 


Medical School. 


Ohio State Medical Association, 79 East State Street, 

Columbus, Ohio. 

The Ohio State Medical Association in conjunction 
with its county societies offers a number of postgraduate 
courses and scientific meetings at Councilor Districts and 
County Medical Societies’ meetings. 


Western Reserve University, 2109 Adelbert Road, Cleve- 
land 6, Ohio. 

The University presents short refresher courses for 
general practitioners of one day a week for a period of 
twelve weeks. The courses include lectures, clinics, and 
pathological conferences. 


The Southwestern Ohio Society of General Physicians, 
University of Cincinnati School of Medicine, Eden and 
Bethesda, Cincinnati, Ohio. 


The members of the American Academy of General 


Practice in the Cincinnati area, in collaboration with the 
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Jan Balet 


When the patient’s powers of resistance are notoriously 
unstable, you'll find a dependable ally in Desoxyn Hydrochloride—a sound 
anoretic with certain advantages over other sympathomimetic amines. With 
Desoxyn smaller dosage is possible because, weight for weight, it is more potent. 
One 2.5 or 5-mg. tablet before breakfast and another about an hour before 
lunch are usually sufficient. With the recommended dosage of DEsoxyn 


you can expect faster action, longer effect and a low incidence of 


side-effects. Try it—in obesity and in other 


conditions indicating a central stimulant. Obbott 


Tablets Elixir Ampoules 


2.5 2.5 mg. per 
and 5 mg. fluidrachm 


20 mg. 


(Methamphetamine Hydrochloride, Abbott) per cc. 


4? 
PIL MEE, 
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University of Cincinnati College of Medicine, conducts 
monthly seminars for general practitioners. The courses 
consist of two-hour lectures two days a week. Each 
monthly program is devoted to one clinical subject. 


OKLAHOMA 
The Association for the Study of Internal Secretions, 

Office of the Secretary, 1200 North Walker, Oklahoma 

City 3, Oklahoma. 

The Association sponsors a scientific session of one- 
week duration of lectures and demonstrations in clinical 
endocrinology. The program is intended to be of interest 
and practical value to both general practitioners and spe- 
cialists. 


Oklahoma Academy of General Practice, Allen G. 
Gibbs, M.D., 521 N.W. 11th Street, Oklahoma City, 
Oklahoma. 

The Oklahoma Academy of General Practice conducts 

a two-day scientific meeting annually. 


Oklahoma City Clinical Society, 512 Medical Arts Build- 
ing, Oklahoma City, Oklahoma. 


An annual clinical conference of four days’ duration 
is held each fall. 


Oklahoma State Medical Association, 210 Plaza Court 

Building, Oklahoma City, Oklahoma. 

The Oklahoma State Medical Association, in co-opera- 
tion with the University of Oklahoma School of Medicine, 
provides short refresher courses in each district of the 
state. The state is divided into fifteen districts with one 
teaching center in each district. Each course is devoted 
to one clinical subject. It consists of a one-day session 
once a week for a period of ten weeks. 


The University of Oklahoma School of Medicine, Post- 
graduate Education, 800 Northeast Thirteenth Street, 
Oklahoma City 4, Oklahoma. 

The University of Oklahoma School of Medicine pro- 
vides full-time postgraduate courses of two to three days’ 
duration. In addition there are regular scheduled confer- 
ences every afternoon which interested physicians may 
attend. 


OREGON 
University of Oregon Medical School, Director of Post- 
graduate Training, 3181 S. W. Marquam Hill Road, 

Portland, Oregon. 

The University of Oregon Medical School provides full- 
time five-day courses in various clinical subjects during 
the academic year. The courses consist of lectures, ward 
rounds, and clinics. 


PENNSYLVANIA 
The American College of Physicians, 4200 Pine Street, 
Philadelphia 4, Pennsylvania. 
Postgraduate courses in internal medicine are given at 
medical schools or hospitals primarily for members of the 
College of Physicians. 
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Jefferson Medical College Alumni Association, 1025 
Walnut, Philadelphia, Pennsylvania. 
The Alumni Association conducts an annual postgrad- 
uate assembly of three days’ duration at the Medical 
School. 


Medical Society of the State of Pennsylvania, Gradvate 
Education Institute, 5000 Penn Avenue, Pittsburgh, 
Pennsylvania. 

The Medical Society has arranged for postgraduate 
courses for general practitioners to be given at ten centers 
throughout the state. Each course is for a period of five 
weeks, one day a week. 


Philadelphia County Medical Society, 301 South 2st 

Street, Philadelphia 3, Pennsylvania. 

An annual postgraduate institute of four days’ dura- 
tion is held in Philadelphia in the spring of each year. 
The program includes lectures and clinical pathological 
conferences of interest to both general practitioners and 
specialists. 


University of Pennsylvania Graduate School of Medi- 
cine, 36th and Pine Street, Philadelphia, Pennsylvania. 
Long courses in various clinical subjects are offered. 

These are full-time courses covering a period of thirty- 

two weeks. It also conducts an annual scientific session 


of five days on current advances in medicine and surgery. 


SOUTH CAROLINA 
Medical College of the State of South Carolina, 16 

Lucas Street, Charleston 16, South Carolina. 

An annual postgraduate seminar of three days is given 
under the sponsorship of the Alumni Association by the 
Medical College for the purpose of helping the general 
practitioners of the state to keep up with recent develop- 
ments in the various fields of medicine. 


South Carolina Academy of General Practice, Hervey 
W. Mead, M.D., 535 Hardin Street, at Five Points, 
Columbia, South Carolina, Secretary. 

A one-day annual scientific session is held in the fall. 


TENNESSEE 
Meharry Medical College, 18th Avenue North & Meharry 
Boulevard, Nashville 8, Tennessee. 
The courses at this college are offered twice yearly. 
They are short refresher courses in various fields of medi- 


cine and cover five days of from five to six hours per 
day. 


Tennessee Valley Postgraduate Medical Assembly, 409 
Doctors Building, Knoxville, Tennessee. 
The Tennessee Valley Postgraduate Medical Assembly 
is held in the spring of each year to help the physicians 
in that area keep abreast of medical progress. 


Tennessee State Medical Association, Committee on Post- 
graduate Instruction, 706 Church Street, Nashville 3, 
Tennessee. 


The Tennessee State Medical Association provides an 
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When the physician prescribes KOROMEX, his choice has 
been literally assured...of satisfaction and safety to 
the patient. > > Since 1925, KOROMEX has not only 
pioneered the way to personal feminine hygiene, but 


with its scientific development and promotion of sound 


KOROMEX DIAPHRAGM 


ACCEPTED 


design and material, has established a formula for safety. STANDARD OF QUALITY 


99099 HOF 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 


02% IN SUITABLE JELLY OR CREAM BASES () R 


A CHOICE OF PHYSICIANS 


= 
= 


HOLLAND-RANTOS COMPANY, INC, « 145 HUDSON ST., NEW YORK13, N.Y. MERLE lL. YOUNGS, PRESIDENT 
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annual postgraduate course in various districts of the state. 
Each lecture is devoted to one clinical subject. Each 
course consists of a weekly two-hour session for ten weeks. 
It includes both lectures and clinics. 


Mid-South Postgraduate Medical Assembly, Dr. Thur- 
man Crawford, 899 Madison Avenue, Memphis, Ten- 
nessee. 

The Mid-South Postgraduate Medical Assembly suc- 
ceeded the Tri-State Medical Association which was or- 
ganized in 1883. The purpose of the Assembly is to pro- 
vide an intensive four-day postgraduate program. 


Nashville Academy of Medicine, Davidson County Medi- 
cal Society, Nashville, Tennessee. 
An annual postgraduate medical assembly of two days’ 
duration is designed largely for the general practitioners. 
It is held in the fall. 


TEXAS 
Baylor University College of Medicine, Texas Medical 
Center, Houston, Texas. 
The Medical School offers regular short postgraduate 


courses of interest to general practitioners throughout the 
school year. 


Dallas Southern Clinical Society, 433 Medical Arts Build- 
ing, Dallas 1, Texas. 
The Dallas Southern Clinical Society has a four-day 
clinical conference in general medicine, usually held in 
the spring. 


International Postgraduate Medical Assembly of South- 
west Texas, San Antonio, Texas. 

The International Postgraduate Medical Assembly of 
Southwest Texas holds an annual three-day assembly 
devoted to general medicine. The assembly is held during 
the winter. 


The University of Texas School of Medicine, 912 Avenue 
B, Galveston, Texas. 
Short courses in various clinical subjects are given 
during the school year. 


University of Texas Postgraduate School of Medicine, 
207A Herman Professional Building, Houston 5, Texas. 
The University of Texas Postgraduate School of Medi- 

cine is co-operating with the Texas Academy of General 

Practice in developing postgraduate programs for general 

practitioners. The program provides for short postgradu- 

ate courses to be given in seven teaching centers in Texas 
under the direction of the University of Texas Postgradu- 
ate School of Medicine. 


Texas Medical Association, Mr. Tod Bates, 700 Guada- 
lupe Street, Austin, Texas, Secretary. 

The Texas Medical Association is working with the 
three medical schools in the state to expand postgraduate 
courses for all physicians. At its 1951 meeting, the Texas 
Medical Association voted to underwrite the deficits of 


postgraduate courses up to $2,500, at each of the three 
medical schools. 
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Lone Star Medical Association, Texas Tuberculosis As- 
sociation, Prairie View University, Prairie View, Texas. 
These organizations provide a four-day postgraduate 

medical assembly devoted to general medicine. The as- 

sembly is usually held in the spring. 


Postgraduate Medical Assembly of South Texas, Execu- 
tive Office, 229 Medical Arts Building, Houston 2, 
Texas. 

This organization has held an annual scientific meet- 
ing of three days’ duration for a number of years. The 
program is planned to be of interest to both general prac- 
titioners and specialists. The meetings are devoted to 
various topics with lectures, clinical conferences, and 
round table discussions. It is held during the winter. 


Texas Academy of General Practice, B. H. Bayer, M.D., 
Secretary, 104 East 20th Street, Houston, Texas. 
The Texas Chapter conducts a two-day scientific ses- 
sion in connection with its annual meeting held in the 


fall of each year. 


VIRGINIA 
The Medical College of Virginia, Twelfth and Marshall, 
Richmond, Virginia, The Medical School of the Uni- 
versity of Virginia, Charlottesville, Virginia, The Vir- 
ginia Academy of General Practice, E. E. Haddock, 
M.D., 1133 West Franklin Street, Richmond, Virginia. 
The Virginia Academy of General Practice, with the 
co-operation of the two medical schools, has arranged for 
a joint program on postgraduate education for the entire 
state. Short refresher courses and symposia will be held 
at the two medical schools during the school year. Ar- 
rangements have also been made for the faculty mem- 
bers of the two schools to conduct afternoon and eve- 
ning courses at various localities throughout the state. 
The medical schools supervise training of residents at 
a number of affiliated hospitals located in ten cities. 
Faculty members visit these hospitals weekly for super- 
vision and instruction of the residency program, and in 
connection with this training, clinical conferences are 
held to which local physicians are invited to attend and 
participate. 


Washington State Medical Association, 338 Whit-Henry- 

Stuart Building, Seattle 1, Washington. 

The Washington State Medical Association sponsors 
full-time, five-day courses in Surgery, Internal Medicine, 
E.E.N.&T., Obstetrics, and Pediatrics. Most of these 
courses are held at the King County Hospital, Seattle, 
Washington. 


The ‘Iniversity of Washington School of Medicine, The 
Committee on Postgraduate Medical Education, Seattle, 
Washington. 

Short courses are offered in co-operation with other 
medical organizations throughout the year. Some of them 
are held at the University of Washington School of 
Medicine Auditorium, and some at the King County 
Hospital, and include clinics and ward rounds. Both the 
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Control diarrhea 


Arobon offers a particularly effective means for the prompt control of acute 
diarrheas in infants and children. Within one to two days after treatment is 
started, stools thicken and lessen in frequency in the majority of patients. 


In a recent study! of 69 patients (two weeks to five years in age) with diarrheas 
due to enteric pathogens and/or virus infection, 47 responded to Arobon therapy 
within 48 hours. An almost identical percentage of responses was obtained in 27 
patients, of similar age range, with parenteral (systemically caused) diarrheas. 
In a second study’ including 30 infants (two days to 15 months of age) with 
acute diarrheal disturbances, the stools became formed in 11 infants after one 
day of Arobon therapy and in 12 infants after two days. 


The pronounced anti-diarrheal activity of Arobon, processed from carob 
flour, is due primarily to its high content of lignin as well as pectin. Absorbing 
much water, it forms a bland, smooth, bulky mass in the intestine which elimi- 
nates offending bacteria and toxins with the stools. 


AROBON is indicated in all types of diarrhea in infants and children as well 
as adults. It is prepared for use by simply boiling in water for 4% minute. 
AROBON is palatable and readily accepted. 


1. 1. Kaliski, S. R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas 
Med. 46: 1675 (Sept. ) 1950. 

2. Smith, A. E., and Fischer, C. C.: te of 
in Infants and Children, J. Ped. 35: 422 “(Oct.) 1 


THE NESTLE COMPANY, INC. 
COLORADO SPRINGS, COLORADO 


ik | AND LIGNIN 
SPECIALLY PROCESSED CAROB 
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Washington Academy of General Practice and the King 
County Chapter have arranged for short refresher courses 
for its members to be given by the faculty of the Medi- 
cal School. 


Washington Academy of General Practice, Charles E. 
McArthur, M.D., 504 Security Building, Olympia, Sec- 
retary. 

The Washington Academy, in co-operation with the 
University of Washington School of Medicine, conducts 
one-day clinics at both Seattle and Spokane. The Wash- 
ington Academy also sponsors an annual clinic and ban- 
quet for the senior students at the medical school. 


WEST VIRGINIA 
West Virginia Academy of General Practice, 1601 West 
Washington Street, Charleston 2, West Virginia. 
The West Virginia Academy of General Practice is 
continuing the policy of frequent one-day scientific meet- 
ings in various cities in West Virginia. 


WISCONSIN 
Interstate Postgraduate Medical Association of Nerth 
America, 500 Gay Building, Madison 3, Wisconsin, 
Arthur G. Sullivan, M.D., Managing Director. 
The Interstate Postgraduate Medical Association of 
North America conducts an annual scientific assembly in 


the fall. The scientific assembly covers four days, and 
consists of lectures, clinics, and panel discussions of vari- 
ous Clinical subjects. 


State Medical Society of Wisconsin, 704 East Gorham 

Street, Madison 3, Wisconsin. 

The State Medical Society of Wisconsin, in co-opere- 
tion with the two medical schools, conducts one-day post- 
graduate clinics at various cities throughout the state. 
The programs consist of lectures and round table discus- 
sions designed to keep practicing physicians abreast of 
medical progress. 


University of Wisconsin Medical School, 418 North 
Randall Avenue, Madison, Wisconsin. Co-ordinator of 
Graduate Medical Education. 


The University of Wisconsin Medical School offers 
full-time five-day courses in various clinical subjects. The 
courses are devoted to one clinical subject but are de- 
signed to be of interest to the general practitioner. 


The Wiscensin Academy of General Practice, Robert F. 
Purtell, M.D., Secretary, 758 North 27th Street, Mil- 
waukee, Wisconsin. 

The Wisconsin Academy of General Practice is co- 
operating with the State Medical Society of Wisconsin 
and the two medical schools in the state in planning its 
medical study courses for members. 


“Let's see now—Epidermophyton, Epilepsy, Epiphylaxis, Epithelioma .. .” 
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Physicians write ““Acnomel” because they know that it fills all the requirements 
for the successful topical treatment of acne: 


1. Acnomel is rapidly effective; 
2. Acnomel masks the lesions; 
3. Acnomel closely matches skin color. 


Acnomel is so eminently satisfactory that it is prescribed more often 
than all other ethical acne preparations combined. 


Formula: Resorcinol, 2%; sulfur, 8%; in a stable, grease-free, flesh-tinted vehicle. Available in specially-lined 
1% oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia "Acnomel’ T.M. Reg. U.S. Pat. Off. 


a significant advance, clinical and cosmetic, in acne therapy 
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Protected for a whole day 


‘Perazil’ gives practical protection from the effects of allergens. Observers have 
agreed that: ‘‘The percentage and severity of side reactions was very 
low. Due to the longer duration of action of ‘Perazil’, less frequent 
administration of tablets was necessary.’’! 


‘Perazil’ was developed by The Wellcome Research Laboratories in the search 
for an ideal antihistaminic. Its chemical composition is unique. 
One 50 mg. tablet acts for 12 to 24 hours as a rule in relieving allergies. 


‘Perazil’ Cream may be used for topical antihistaminic and antipruritic effect. 


Chlorcyclizine Hydrochloride, 


® 
50 mg., Compressed, scored...also 
*PERAZIL’® brand Chlorcyclizine 
brand | Hydrochloride CREAM 1% 
1. Cullick, L., and Ogden, H. D.: J. So, Med, Assn., 43: 643, 1950 


PR Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N.Y. 
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1. Best, C. H.; Lucas, C. C.; 
Patterson, J. M., and Ridout, 


i; H.: Lipotropic Properties of 
4 


nositol, Science 103:12 (Jan. 
1946. 


2. Dolan, R. A.: Choline and 
other Lipotropic Factors: 
Mechanisms of Action and 
Significance in Chronic Liver 
Disease, Minnesota Med. 
31: 1198 (Nov.) 1948. 

3. Goldstein, M. R., and 
Rosahn, P. D.: Choline and 
Inositol Therapy of Cirr 

of the Liver, Connecticut M. J. 
9:351 (May) 1945. 

4. Cogswell, R. C.; Schiff, L.; 
Safdi, 8. A.; Richfield, D. F.; 
Kumpe, C. W., and Gall, E. A.: 
Needle Biopsy of the Liver, 
gama 140:385 (May 28) 


SOLUTION 


SIRNOSITOL 


CHOLINE AND 


INOSITOL 


A better response may be expected from the simultaneous 
administration of both choline and inositol than from the 
administration of either alone.':? Patients unresponsive to 
choline often show progressive improvement and ultimate 
recovery when adequate amounts of inositol are given in addi- 


tion to choline.*® 
POTENT 


Satisfactory therapeutic response is predicated upon ade- 
quate dosage. The importance of the quantitative element in 
lipotropic therapy is shown by the marked clinical improve- 
ment®:* and evident histologic tissue restoration‘ in response 
to an increase in the dosage of lipotropic factors. 

This daily dose of three tablespoonfuls of Solution Sirnositol 
provides adequate therapy: 

Choline gluconate 


Inositol 2.25 Gm. 


PALATABLE 


Solution Sirnositol provides potent lipotropic therapy in a 
sugar-free, yet sweet and pleasant-tasting aqueous vehicle. 
Available in 16 oz. bottles, on prescription only. 


CSC 


A Division of COMMERCIAL SOLVENTS CORPORATION «¢ 17 East 42nd Street, New York 17, N. Y. 
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For added patient benefits 
per NURSE-HOURS EXPENDED 


DERMASSAGE 


>>>> now with HEXACHLOROPHENE 


> To help prevent bed sores 
> To aid in massage for every purpose 
» 


EN To promote the patient's comfort 


Dermassage confers certain special benefits not inherent in the 
massage or in all massage adjuncts, for instance: 


SKIN LUBRICATION, provided by lanolin and olive oil in a 
soothing emollient cream, which reduces the occurrence of skin 
cracks and irritation resulting from dryness. 


CLIP HERE and attach | REFRESHING COOLNESS, produced by true Chinese men- 
° LETTERHEAD thol crystals in liberal proportion. Rapid evaporation and loss 
of skin moisture are avoided. 


Trial Sample of BACTERIA REDUCTION with hexachlorophene, effective 
Liberal Tr germicidal agent of low toxicity. Minimizes risk of initial in- 
i £ A fection; an added protection where skin breaks occur in spite 
of precautions. 
Instruments come DEODORANT VALUE, supplied by hexachlorophene. 
-to 
— page probing \ A safeguard against skin discomfort or damage 
= onless while patient is confined to bed or wheel 
“ch chair. Used and approved in thousands of 
tohands as to met hospitals, coast-to-coast, and on the 
OW CHEMICAL COMPANY | recommendation of doctors, nurses 
Washington St., | and hospitals to patients 
30 W. returning home. 


to you 
foro 
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EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Der 
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The dual action of TAKA-COMBEX® is especially useful 
when vitamin requirements and caloric needs are high— 
in illness and convalescence, pregnancy and lactation, 
in the very young and the very old. 
It provides a combined digestive aid and nutritional 
supplement in convenient Liquid or Kapseal® form. 
The vitamins in TAKA-COMBEX assure your patients 
adequate intake of important factors of the B complex 
(vitamin C also, in the Kapseals). In addition, 
the B vitamins assist carbohydrate metabolism. 
The enzyme, Taka-Diastase,® one of the most potent starch 
digestants known, also enhances absorption of vitamin B. 


TAKA-COMBEX Kapseals 


Each Kapseal contains: 
Taka-Diastase (Aspergillus oryzae enzymes) . . . . . . 2hgr. 


Vitamin B: (Thiamine Hydrochloride) . . . . . . . « 10mg. 
Vitamin B, (Riboflavin) . . 
Pantothenic Acid (Sodium Salt) . . 
Nicotinamide (Niacinamide) . . . . . . . 10mg. 
Vitamin C (Ascorbic Acid). . . Sees 


With other components of the Vitamin B Comighen derived Sept liver. 
In bottles of 100 and 1000. 

TAKA-COMBEX Liquid 

Each teaspoonful (4 cc.) contains: « 

Taka-Diastase (Aspergillus oryzae enzymes) . . . . . . Qhgr. 


Vitamin B; (Thiamine Hydrochloride) . . . . . 2mg. 
Vitamin B, (Riboflavin) . . 
Vitamin B, ( Pyridoxine Hydrochloride) . 
Pantothenic Acid (As the Sodium Salt) . . . . . . . . 2mg. 
Nicotinamide (Niacinamide) . . . . Smg. 


In 16 ounce bottles. 
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X-RAY LAYOUT PROBLEMS? 


you can put your confidence in- 


GENERAL @@ ELECTRIC 
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Even when customary therapeutic measures have failed in 
the management of severe bronchial asthma, it is possible 
to block bronchial muscle spasm with ACTHAR therapy. 
Subjective relief may be initiated within hours; remissions 
with markedly improved breathing capacity and circulatory 
recovery may be maintained for many months. ACTHAR pro- 
tects the human organism by protecting the individual cells. 


AY FEVER 


There are unfortunate hay fever victims who fail to respond 
to desensitization, antihistaminics and other customary forms 
of treatment. In such patients, institution of ACTHAR ther- 
apy shows great promise in relieving the harassing and fre- 
quently incapacitating symptoms, even in the presence of 
high pollen counts. 


ACTHAR is available irvials of 10, 15, 25 and 40 I.U. (mg.). 
The Armour Standard of ACTHAR is. now accepted as the 
International Unit; 1 International Unit is identical with 
1 milligram of ACTHAR. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


world-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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SMITH, KLINE & FRENCH LABORATORIES 
PHILADELPHIA 


3 facts you should know about 
"ESKACILLIN-SULFAS ' 


Dear Doctor: 


'Eskacillin-Sulfas' is leading the trend to combined 
penicillin-sulfonamide therapy. Each teaspoonful of this pleasant-— 
tasting preparation supplies 100,000 units of crystalline potas-— 
sium penicillin G and a total of 0.5 Gm. (0.167 Gm. each) of 
sulfadiazine, sulfamerazine and sulfamethazine. 


Three important facts account for the enthusiastic accept-— 
ance of 'Eskacillin-Sulfas': 


1. Investigators have pointed out that the newer antibiotics 
(the "-mycins") may not be the most effective agents for 
serious infections caused by staphs, streps and pneumos — 
nor are they the therapy of choice for a good number of the 
coli, Klebsiella and proteus groups of organisms. For these 
infections it has been demonstrated that penicillin and the 
sulfonamides are usually indicated. 


2. The use of combined penicillin-sulfonamide therapy greatly 
diminishes the chances of the development of resistant 
organisms. 


. Of great importance to your patients, 'Eskacillin-Sulfas' 
costs far less than comparable therapy with the 
newer antibiotics. 


If you haven't already done so, why not give 'Eskacillin-— 


Sulfas' a try? You will find it the therapy of choice for most of 
the bacterial infections you commonly see in everyday practice. 


Very sincerely, 


te 


Francis Boyer 
Vice-President 
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selective control 


of Gastrointestinal Spasm 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 
spasticity with virtual freedom from the 
undesirable side effects of atropine or belladonna. 
Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 
2.5 mg. Mesopin and 15 mg. 
(1/4 gr.) phenobarbital per 

teaspoonful of elixir 
or per tablet. 


*PB abbreviated designation 


for phenobarbital. 


Endo Products, Inc., Richmond Hill 18, N. Y. 


Samples and literature on request 
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op) Case No. 1: Before treatment 


(Bottom ) Same case following treatment 


A preliminary report of a recent clinical study ' 
on 12 patients complaining of soft, peeling, easily 
broken finger nails, confirms the value of gelatine 
in treatment of such conditions. The cases involved 
were of 1 to 15 years’ duration, unyielding to vari- 
ous forms of local therapy. 

Each patient was given 7 gms. (1 envelope) of 
Knox Gelatine daily, dissolved in water or fruit 
juice. Completely normal appearance of nails in ten 
cases, is reported in 13 weeks. 

Knox Gelatine U.S.P. is 85% pure protein. Easily 
taken. Easily digested. Most economical. A valuable 
dietary aid in many conditions. 


THE EFFECT OF GELATINE ON FRAGILE FINGER 
NAILS, a brochure indicating the ever-expanding 
usefulness of Knox Gelatine in certain dietary defi- 
ciency conditions is yours free on request. Write 

Available at grocery KNOX GELATINE, Dept. GP, Johnstown, N. Y. 
stores in convenient 1. Tyson, T.L., M.D.; JI. Inves. Derm.; 14. No. 5 May 1950. 
4-envelope and 32-envelope 

economy size packages. 


CONTAINS 
4 ENVELOPES 


ALL PROTEIN | NO SUGAR 
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menopause 


er normal activities even to the extent 
of keeping pace with her daughter. She will be greatly encouraged, 
especially when the effectiveness of therapy measures up to expec- 
tations. In estrogen therapy an especially useful product .... . is: 


BENZESTROL 


2,4 (p-hydroxyphenyl) —3— ethyl hexane 


Your patient may continue 


“Liver function tests, blood studies and urine examinations showed 
no toxic effects of the synthetic substance BENZESTROL™ 
Supplied: 


Oral: Benszestrol Tablets 
by! Mg., 1.0 Mg., 100’s & 1000's, 2 Mg., 
5 Mg. — — 100’s — 1000's. 


Bensestrol Elixir: 
15 Mg. per fluid ounce, Pint Bottles. 
Benzestrol Solution in Oil; 


queous Suspension with 5‘ Benzyl Alcohol 
Mg. perce. 10ce Vials. 


NOTE: Local: Benszestrol Vaginal Tablets 
Frequently, medication other then Mg. 
estrogens may be required during VERAGE DOSE: Menopause — by g- daily 
the menopause. Pleasant tasting — orally or % to Ice parenterally every 5 days. 
with Professional Samples and Literature upon Request 


Schiyffitin Co. 20 Cooper Square, New York 3, N. 
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mm a joint 
...ma bursa 

... mma nerve sheath 
... ma muscle 


Arthralgen relieves pain and increases blood flow to the affected 


parts mm rheumatic and musculoskeletal conditions. 


FORMULA: Arthralgen—arthralgesic un- 
guent—combines the potent vasodilator 
methacholine chloride 0.25%, the rube- 
facients thymol 1%, menthol 10%, and FOR 


® 
the analgesic methyl salicylate 15%, in a 
highly absorbable, washable, emollient 
base. 
RELIEF 


Unlike histamine, Arthralgen dilates both ARTHRALGESIC UNGUENT , 
arterioles and capillaries and does not 1-OZ. COLLAPSIBLE TUBES AND '%-LB. JARS 

produce itching, wheals or lowered blood 
pressure. 


TYPICAL INDICATIONS: Arthralgia, my- 
algia, neuralgia, neuritis, bursitis, sci- 
atica, lumbago, myositis, sprains, synovitis. 


LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORIES, INC. 
CHICAGO 11, ILLINOIS 
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so valuable in so many smooth-muscle spastic states... 
effective... palatable... well tolerated.. 


In peptic ulcer, to control excess motor activity such as hyperperistalsis. 
In colic in infants and children. 


In mucous colitis, dysentery and nonspecific ulcerative colitis, 
to relieve pain and decrease frequency of bowel movements. 


In spastic constipation. 

In functional derangements causing dyspepsia, post-prandial cramps, 
and flatulence. 

In pseudo-ulcer syndrome and biliary colic. 

In cystitis, pyelitis and urethritis, to relieve excess bladder irritability. 
In ureteral spasm and colic, especially when the ureter 

is actively contracting. 

In enuresis in children, to inhibit excess detrusor urinae tone. 


Each 5 cc. teaspoonful contains: total natural belladonna alkaloids, 0.2 mg.; 
phenobarbital, 4 gr. (16 mg.); thiamine hydrochloride, 5 mg. (nearly three times 
the recommended daily allowance)—in an appetizing wine-base vehicle. Alcohol, 159%. 


| 


elixir ‘ESkaphen B with Belladonna’ 


(belladonna « phenobarbital - thiamine) 
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it combats spasm; it relieves nervous tension; 
it helps rectify dietary deficiencies 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Neohetramine 


‘ 


TABLETS 
NEOHETRAMINE 


wr 


2 


COUNCIL ON 
PHARMALY 


ano 
(CHEMISTRY 
mevica 


ragweed hay tever therapy 


Drowsiness or diminished alertness can seriously impair concentration, 
coordination and efficiency. That’s why, for daytime use by the 
active patient with ragweed hay fever, the choice of Neohetramine is 
doubly indicated: It (1) provides effective relief from rhinorrhea, 
itching and sneezing; and (2) offers a high degree of freedom 
from dangerous sedative effects. Indeed, with Neohetramine, compared 
to many other drugs, sedation is both less frequent and less 
severe.” Yet its usefulness is clinically equivalent to that of other 
preparations; and the drug may often be employed in cases 
intolerant to other antihistamines.’ Dosage is 50 mg. to 100 mg. 
two to four times daily, depending on response, severity of 
symptoms and number of allergens present. 
, For patients who have difficulty swallowing tablets, for children, 
or for use as a vehicle, palatable Syrup Neohetramine, providing 
6.25 mg. per cc., may be prescribed. Also available, for local 
application in the treatment of allergic and other pruritic dermatoses, 
is Cream Neohetramine 2%. 
Professional samples will be sent upon request. 


NEPERA CHEMICAL CO., INC. « YONKERS, N. Y. 


1. New and Nonofficial Remedies, American Medical Association, Chicago, 1950, P. 29. 
2. Friedlaender, S. M., and Friedlaender, A. S.: J. Lab. & Clin. Med. 33:865 (July) 1948 
3. Schwartz, E.: Ann. Allergy 7:770 (Nov. Dec.) 1949. 


Neohetramine 


HYDROCHLORIDE 


BRAND OF THONZYLAMINE HYDROCHLORIDE 


N, N-dimethyl-N’-p-methoxybenzyl-N’ (2-pyrimidyl) ethylenediamine 
monohydrochloride. Neohetramine is an original and exclusive devel- 
opment of Nepera Chemical Co., Inc., an organization devoted to 
the development and manufacture of fine pharmaceutical products. 
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TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


A NEW Twiteaction SEDATIVE 


UNIQUE CONSTRUCTION 


Sugar Coating 
Pentobarbital 
Enteric Coating 
Phenobarbital 
TWIN-BARB* is a layered tablet combining two 
time-proved barbiturates in tandem array. 


FOR PROMPT SEDATION 


af TWIN-BARB's shell of pentobarbital 
sodium (1 gr.) ensures restful 
sleep within fifteen to thirty minutes. 
There is no preliminary excitation, 
such as often results from unmod- 
ified phenobarbital medication. 


...NIGHTLONG SLEEP 


. TWIN-BARB contains a nucleus of 
.*. phenobarbital (Y2 gr.) which is 
enteric-coated for delayed effect. 
The initial level of sedation is thus 
sustained throughout the night. 


and a GOOD MORNING! 
\ | TWIN-BARB' fully adjusted bar- 


lihood of “hangover” symptoms 
| and depression. 


TWIN-BARB is supplied in bottles of 
100 and 1,000 round, blue tablets; also avail- 
able as reduced-strength, oblong, gray tablets. 


(Y gr. phenobarbital, % gr. pentobarbital 
sodium). 


*Trademark of B.F. Ascher & Co., Inc. 
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amost 
significant 
advance 


ethyl acetate 
new, safer, oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 
this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


; 1 more rapid therapeutic response 
(therapeutic prothrombin level in 18-24 hours) ; 


y smooth, even maintenance of prothrombin level 


within therapeutic limits; 


3 more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent . . . 
TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards. 


Detailed Brochure Sent on Request. 


TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg., bottles of 50 and 250. 


. GEIGY PHARMACEUTICALS * Division of Geigy Company, Inc. 
g 220 Church St., New York 13, N.Y. 
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Marshall! reports the use of KUTAPRESSIN® 
“...for the adequate treatment of 
hundreds of cases of acne vulgaris.” 
In his experience, cases of acne rosacea 
and pruritus ani have also “.. . re- 
sponded nicely’’ to its use. 


These findings are being duplicated 
daily in medical practice by physicians 
who are increasingly enthusiastic about 
the results obtained with this unique 
new therapeutic agent. 


KUTAPRESSIN reduces papules, 
pustules, and comedones . . . modifies 
unsightly scarred areas. 


KUTAPRESSIN. 
lieves the intolerable itching. 


SUPPLIED: 10-cc. multiple-dose vials, 
through leading pharmacies, surgical 
supply dealers, and on direct order. 


Order a supply of xutapressin now, for 
trial in your resistant cases. 


1. Marshall, W.: M. Times 79: 222, 1951. 
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| Sremers Unban Eo. 
Pharmaceutical Chemists Since 1894 
MILWAUKEE 1 WISCONSIN 
*Trademark of Kremers-Urban Co. 
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GRATIFYING RELIEF 
with PYRIDIUM® 


from the distressing symptoms of pain, burn- 


ing, urgency and frequency which accompany 


UROGENITAL INFECTIONS. 
Pyridium may be administered together with 


antibiotics, the sulfonamides, or other specific 


therapy to provide the dual approach of sympto- 


matic relief and anti-infective action. 


In a matter of minutes... 


(Brand of Phenylazo-diamino-pyridine HC!) 


SUPPLY: 


FOR ORAL USE— 
Bottles containing 50 and tubes containing 
12—0.1 Gm. (1) grains) tablets. 


FOR LOCAL USE— 

Bottles containing 100 cc. of a 1% Solution 
(may be diluted, if necessary). Solution also 
may be used to prepare suitable dilutions for 
infants and young children, for peroral use. 


ridium is the trade-mark 

Nepera Chemical Co., Inc., 
successor to Pyridium Cor- 
poration, for its brand of 

phenylazo-diamino-pyridine 
HCl. Merck & sole 
distributor in the United 
States, 


MERCK & CoO., Inc. 
Manufacturing Chemists 


JERSEY 


RAHWAY, NEW 


In Canada: MERCK & CO. Limited— Montreal 
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Nitranitol’s safe, gradual, prolonged vasodilation permits 


hypertensives to resume more normal lives 


What’s more, therapeutic dosages of NITRANITOL can be 
maintained over long periods of time . . . without frequent 


checkups . . . without worry about possible toxic effects. 


Is it any wonder that NITRANITOL is the universally pre- 


scribed drug in the management of essential hypertension? 


@ 
(n 1) 
Merrell ) 


New York ¢ CINCINNATI e Toronto 


~ 


you want prescribe... 


for your hypertensive patients? 


When vasodilation alone is indicated. Nitranitol. (% gr. mannitol 
hexanitrate. ) 


When sedation is desired. Nitranitol with Phenobarbital. (% gr. pheno- 


barbital combined with % gr. mannitol hexanitrate.) 


For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines 20 mg. rutin with above 
formula.) 


When the threat of cardiac failure exists. Nitranitol with Pheno- 
barbital and Theophylline. (% gr. mannitol hexanitrate combined with % gr. pheno- 
barbital and 1% grs. theophylline.) 
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believed APF: 


may also 


Evidence has been accumulated to suggest that 
vitamin B,,—now generally acknowledged to be 
the pure erythrocyte-maturing factor (EMF) or 
anti-pernicious-anemia (APA) factor—may well 
be identical with animal protein factor (APF). 
APF has been found to be essential for normal 
growth, and probably for the maintenance of life, 
in many animal species including chickens, pigs, 
rats, and mice. 

Now there is evidence to suggest that vitamin 
B,z is, or contains, an important human growth 
factor, or “HGF”’. 

Wetzel and his associates! found that under- 
nourished children grew much more rapidly on a 
good diet if vitamin Bj. was also administered. 
Chow? found that in a group of chronically ill 
children, the experimental group (children who 
received vitamin Bj, in addition to a good diet) 
exhibited a mean gain in body weight practically 


Growth response in chronically ill children. (After Chow?) 


twice that of the control group (children who 
received a good diet—without supplementary 
vitamin Bj2). This observation was made after 
three months’ therapy with vitamin Bj». 

Chow? also reported on 18 healthy children in 
a foundling home. Nine of these children were 
each given a daily supplement of 25 micrograms 
of vitamin Bj; the other nine received placebos. 
It was found that the “mean gain in body weight 
of the children in the Bj, group was consistently 
greater than that of the controls from the 4th 
week onward...” 

RepIso.® Tablets provide a convenient oral dos- 
age form of vitamin Bj2. Each tablet contains 25 
micrograms of crystalline vitamin 
Tablets are small—easy to swallow. They may be 
dissolved in aqueous fluids, or added to semisolid 
foods, just before taking. (Solutions of vitamin 
Biz lose potency if vitamin C is present.) 


Growth response in clinically healthy children. ( After Chow*) 


(EMF) 
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Recent nutritional studies on children indicate that vitamin Bz may play an important role in the promotion of growth. 


Recommended Dose 
to stimulate appetite and increase voluntary food 
intake in infants and children: 1 tablet daily. 

for pernicious anemia (maintenance therapy 
only): 1 to 6 tablets daily. 

for nutritional macrocytic anemia and macro- 
cytic anemia of pregnancy: 2 to 4 tablets daily 
for one week. 

for sprue: 2 to 10 tablets daily for one week 
or longer, depending on response. 


Packaging 

Repisot Tablets are supplied in vials of 36. 

1. Wetzel, N. C.; Fargo, W. C.; Smith, I. H., and Helik- 
son, J.: Growth Failure in School Children as Associ- 
ated with Vitamin Bj. Deficiency—Response to Oral 
Therapy, Science 110:651 (Dec. 16) 1949. 

2. Chow, B.F.: Sequelae to the Administration of Vitamin 
By in Humans, J. Nutrition 43:323, Feb. 1951. 


Sharp & Dohme «Philadelphia 1, Pa. 


REDISOL 


Soluble Tablets Vitamin B,2 For Oral Administration 
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your choice 


of location determines the model you prefer 

... the mobile floor model with adjustable stand to bring scale 
to eye level... the space-saving wall model with 

extra length tubing to reach across table or desk .. . or the heavy- 
base desk model that resists 

tipping ... but regardless 

of model . . . for accuracy, 

dependability, and high 

visibility, your choice 

will be a Sphygmomanometer by B-D. 


Becton, Dickinson AND COMPANY, RUTHERFORD, N. J. 
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) What a / is in Cigars 


What a Rolls-Royce 


Rolls-Royce 


a 


AMPINS are rated highly because they elimi- 
nate syringe-transmitted hepatitis. Physicians 
know their patients demand the latest and 
best in scientific procedure and apparatus. 
AMPINS are adulteration-proof and are ready . 
for immediate use twenty-four hours a day. 
AMPINS offer speed and ease of administra- 
tion—adaptability to office or emergency use. 


AMPINS, as a device, have been accepted for 
advertising in publications of the American 
Medical Association. 


*Reg. U.S. Pat. Off. 
U.S. Patented and Patents Pending 


PHARMACEUTICALS SINCE 1833 
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Professional Products Division) 


EVELAND 4, OHIO 


Distributed in Canada by the Wingate Chemical Company, Ltd 


Montreal. P 


in diamonds | 
—}) An is in hypodermics 
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Illuminated Diagnes 


WELCH ALLYN, Inc. 
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SULAMYD 
Solution 30% 


(Sodium Sulfacetamide) 


Sodium SuLaMyD Solution 30% is especially suited 
for repeated use topically in eye infections. Effective 
against a variety of both gram-negative and gram- 
positive organisms, it cures most acute eye infections 
with little risk of sensitization. 


For treatment, instill one drop every two hours or less 
frequently according to severity. Following removal of 
a foreign body, instill one drop four to six times daily 
for two days. ‘ 


Sodium SULAMYD Solution 30% (Sodium Sulfacetamide) is avail- 
able in 15 cc. eye-dropper bottles. A 10 per cent ophthalmic 
ointment is available for application to lids and conjunctiva. 


CORPORATION 
BLOOMFIELD, N. J. 
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Before intranasal administration of After instillation of the Suspension 
Paredrine-Sulfathiazole Suspension. in the Proetz—or head-low—position. 


(Photographs slightly enlarged) 


These photographs show the advantages of a SUSPENSION 


in treating INTRANASAL INFECTIONS 


Paredrine-Sulfathiazole Suspension—unlike antibacterial agents in solution—does not 
quickly wash away. It clings to infected areas for hours—assuring prolonged bacteriostasis. 
When instilled in the Proetz position, it reaches all of the sinal ostia, thus helping to pre- 
vent sinusitis. 


Paredrine-Sulfathiazole Suspension is the most widely prescribed sulfonamide nose drop. 
No instances of sensitivity to its use have ever been reported. 


A suspension of ‘Micraform’ sulfathiazole, 5%, in an isotonic aqueous medium with ‘Paredrine’ 
Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with ortho-hydroxy- 
phenylmercuric chloride, 1:20,000. 


Smith, Kline & French Laboratories, Philadelphia 


Paredrine-Sulfathiazole Suspension 


“Paredrine’ & ‘Micraform’ T.M. Reg. U.S. Pat. Off. 
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Is something missing 
from your 
pediatric picture? 


Why Alhydrox Adsorbed Dip-Pert-Tet* fits your pediatric picture 


POTENT —Alhydrox increases the antigen- your own practice. You will see that unde- 
icity of Dip-Pert-Tet. It helps build maximum, sirable reactions are reduced to a minimum 
durable immunity simultaneously against with purified Dip-Pert-Tet Alhydrox. 


Diphtheria, Pertussis, Tetanus. Each basic Put Dip-Pert-Tet Alhydrox in your pedi- 
immunization course contains the high 
rtussis count of 45,000 million Phase 1 H atric picture. You can depend on it for simul- 
taneous immunization against Diphtheria, Per- 


pertussis organisms. In actual use as well as . : 
reported clinical studies' it has been shown tussis, Tetanus. Cutter Laboratories, Berkeley, 


California—Producers of famous purified 
Dip-Pert-Tet Plain, a product of choice for 
” immunizing older children and adults. 


PURIFIED —Dip-Pert-Tet Alhydrox reduces * Dip-Pert-Tet Alhydrox 
— Purified Diphtheria and Ton Toxoids and Pertussis Vaccine 
reaction frequency. Try it— compare it in combined, Aluminum Hydroxide adso 


Insist on CUTTER Die-Peer-Ter ALHYDROX® 


A FIRST MAME IN COMBINED TOXOIDS 
' References on request Cutter Laboratories, Berkeley, California. 
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To be specific... 


ALLANTOMIDE 
VAGINAL 
CREAM with 9-Aminoacridine 


Here are the facts! A.V.C. Improven is specific for the treatment of 
Trichomonas vaginalis vaginitis. This statement is substantiated 


by cumulative clinical evidence. 


For example...Hensel* reports: “Symptomatic and bacteriologic 
cures were obtained in all of the 39 patients with Trichomonas vagi- 
nalis vaginitis, treated with A. V. C. IMprovep. It was equally effec- 
tive in monilial vaginitis and in nonspecific vaginitis.” 


*Hexsel, Hubert A.: Postgraduate Medicine, 4:293-296, October, 1950. 


Available in 4 oz. tubes, with or without plastic applicator. 


The National Drug Company Philadelphia 44, Pa. 


More than half a century of service to the medical profession 
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(Raytheon Radar Microwave 


athe indicated, 
modern treatment 


NO TANGLE WITH 
TELEVISION 


(Raytheon Radar Microtherm employs 
frequencies way, way above the 
television wave range. No danger 
of interference) 


TRY 17, 


without obligation on your part. Ask 
your dealer to make arrangements 
for a free trial in your own office. 
Microtherm's many advantages include: 
Penetrating energy for deep heating 


Desirable temperature ratio between fat 
and vascular tissue 


Effective production of active hyperemia 


Desirable relationship between cutaneous 
and muscle temperature 


Controlled application over large or small 
areas 
No tuning — no electrodes — no pads — 


no shocks or arcs — no contact between 
patient and directors 


NO TELEVISION INTERFERENCE TROUBLES 


iathermy) 
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Or sho, Physica,” ding 
a fi sures bring relieved the Neck 
Measures fail relies the Practj. 
ao Microthe,.” this cong AM? ordi 
4 reat, therm offers ndition, 
Ren emt: PPlication 
POWER TUBE 
RAYTHEON MANUFACTURING COMPANY ° WALTHAM 54, MASS. 


DOES YOUR OBESITY 
THERAPY INCLUDE THIS 
IMPORTANT PRINCIPLE? 


“In a weight reducing program a few sim- 
ple principles must be strictly observed 
... Of importance is the replacement of min- 
erals and vitamins lost in reducing diets.””! 
1. J.A.M.A., Apr. 22, 1950—Pg. 1328 


AM PLUS—a new achievement 
in obesity management provides: 


DEXTRO-AMPHETAMINE SULFATE— 
the safest and most effective appetite inhibitor. 


11 MINERALS and TRACE ELEMENTS 
and 8 VITAMINS—to protect against defi- 
ciencies engendered by the restricted diet. 


for sound obesity management specify 


Available at prescription pharmacies . . . supplied in bottles of 100 capsules 


Each Capsule Contains: 
Dextro-Amphetamine Sulfate. 5 mg. 


5,000 USP Units 
400 USP Units 
Manganese 
. Molybdenum 
Pyridoxine HCl . Magnesium 
Niacinamide 
Potassium 


J. B. ROERIG AND COMPANY 536 Lake Shore Dr., Chicago 11, Illinois 
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0.15 mg. 
| 3.33 mg. 
0.33 mg. 
2 mg. 
187 mg. 
1.7 mg. 
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Sedation and Hypnosis... 


® 
Neuronidia 


(Elixir of diethylmalonylurea — Schieffelin) # 


Neuronidia is an effective sedative and hypnotic. It may be 
safely used in insomnia, hysteria, neurasthenia, thyroid dis- 
eases, chorea and mental disturbances. Neuronidia is indicated 
in virtually all cases of nervous disturbances uncomplicated 
by pain. 

Pharmacological and clinical research have demonstrated 
that the depth and degree of sedation and hypnosis can be 
readily controlled with/barbital, the active ingredient of 


EURONIDIA 


Neuronidia contains per teaspoonful : 
0.13, Gm. diethylmalonylurea 
y, as a sedative 

Y, to 1 teaspoonful repeated as indicated 
As a hypnotic 

2 teaspoonfuls before retiring 
Sodium salicylate ZIV 
Neuronidia 
To induce sleep and produce analgesia 
one dessertspoonful at bedtime. 
For sedation and analgesia 


One teaspoonful two or three times daily as required. 
Supplied: Bottles of 8 fluid ounces, and 1 gallon 


Professional samples and literature are available on request. 


pharmaceutical and research laboratories 
24 Cooper Square, New York 3, N.Y. 
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fora FREER HAND in the 
CONTROL 


of certain heart and 


“It (theophylline-sodium glycinate) is thus 
tolerated in larger oral doses than are possible 
with other theophylline preparations, and it 
can be administered by mouth in liquid form 
as well as in tablets not enteric-coated.””—New 
and Non-official Remedies, 1950, p. 285. 


Careful laboratory and clinical work has shown 
that Dorsaphyllin possesses in full measure the 
various activities of theophylline, namely: It 
increases pulmonary ventilation and vital ca- 
pacity, probably by dilating the bronchioles; 
it reduces intrathecal as well as venous pressure 
without lowering arterial blood pressure, and 
thus causes increased blood velocity through- 
out the arteries and the arterial system. —':** 


By permitting the physician a freer hand in de- 
termining dosage, and by removing the obstacle 
to prompt therapeutic response (tablets not enteric- 
coated), Dorsaphyllin brand of theophylline- 
sodium glycinate is providing new leverage in 
the management of such disorders as congestive 
heart failure, Cheyne-Stokes respiration and bron- 
chial asthma. * 


)\&e* For instance, in the bronchial asthma resulting 
from allergies, as well as in infectious conditions. 


BRAND OF mF 
THEOPHYLLINE-SODIUM GLYCINATE 


SMITH-DORSEY Division of the Wander Company 
LINCOLN, NEBR. ¢ DALLAS « LOS ANGELES ¢ MEMPHIS 


© References: 


“The glycinate has the 

advantage over acetate and 

salicylate that it contains an 

amino group which prevents 4 
precipitation of theophylline 

in the stomach by neutrali- 

zation of gastric acidity.” J 
—Bubert and Cook, Bulletin a 
of School of Medicine, Univ. = 
of Maryland, Vol. 32, es 
pp. 175-190, 1948. 


“Because theophylline- 
sodium glycinate causes less 
gastrointestinal disturbance, 
larger doses can be 
prescribed.”’— Paul and 
Montgomery, J. Iowa State 
Med. Soc., June 1948. 


(3) 

Krantz, Holbert, Iwamoto 
and Carr, J.A. Ph. A., 
Vol. 36, pp. 248-250, 1947. 


Dorsaphyllin Tablets, also: 
For children, palatable Elixir 
Dorsaphyllin, acceptable and 
well tolerated. For the 
hypersensitive, Dorsaphyllin 
Suppositories. 
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For the many patients who require more than iron alone to show 
satisfactory progress in secondary anemia, Livitamin Capsules 
offer sound therapy. 


By correcting anorexia and faulty intestinal absorption, the 
vicious spiral so frequently responsible for anemia is broken. 


Supplying generous amounts of vitamin B,, together with iron 
and other factors of the B complex, Livitamin Capsules aid in 
maintaining the appetite and normal gastrointestinal function. 


Livitamin is well tolerated and may be given to children as well 
as to adults. This complete approach to hypochromic anemia pro- 
duces gratifying and prompt improvement in both the blood 
picture and clinical manifestations. Available also as Livitamin 
with Iron (in liquid form). 


\ THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK + SAN FRANCISCO * KANSAS CITY 


Each capsule contains 
Desiccated Liver 


\ 
\ 
\ 
\ 
\ 
Ferrous Sulfate........ . \ 
(equivalent to 25 mg. 
elemental iron) 1 
Thiamine Hydrochloride 
Riboflavin \ 
Nicotinamide \ 
\ 


Pyridoxine 


Calcium Pantothenate. . 


Available on prescription 
in all pharmacies. 
Write for sample and literature. 
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These are the results you may expect 


in ANGINA PECTORIS with ESKEL 


(now available in two tablet-sizes*) 


Armbrust, C. A., Jr., ‘About 60% of the cases showed improvement; 
and Levine, S. A.: i.e., used fewer nitroglycerin tablets, had fewer 
Am.J.M.Sc. 220:127 and milder attacks of pain and could 
(August) 1950 walk greater distances.” 


Rosenman, R. H., “Of 14 patients with angina pectoris treated 
et al.: J.A.M.A. with [‘Eskel’]...a good response was obtained 
143:160 (May 13) in 11, moderate improvement in 1 and 

1950 no effect in 2.” 


Osher, H. L., et al.: 
New England J. 
Med. 244:315 
(March 1) 1951 


‘Twenty-six of 32 patients were found 
to be benefited by [‘Eskel’| therapy; . 


no serious toxic reactions were encountered.” 


he longer-acting coronary | 
vasodilator for the prophylaxis and : 
treatment of ANGINA PECTORIS _ 


Eskel’ T. M. Reg. U.S. Pat. Off. 


* Now available in two tablet-sizes: 20 mg. (new) and 40 mg. Each tablet contains a 
blend of active principles, chiefly khellin, extracted from the plant Ammi visnaga. 


Smith, Kline & French Laboratories, Philadelphia 
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Lhe of Generad Practice 


pleased be 


THE M&R AWARD CQ) ) 


PRESENTED BY THE M & R LABORATORIES 


the two most seren lifer 


ftlited lhe Your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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an ¢éasy-to-take caloric supplement of small volume 
whose 1-micron-sized fat particles are better tolerated 
than the large dietary fat globules. 


an easy-to-prescribe supplement. Two tablespoonfuls 
in a glassful (8 fluidounces) of milk, four times daily, 
supplement the regular diet with a total of 1,040 calories, 
daily. 


good for the appetite. It is not a satiety- producing medi- 
cation; rather it may cause “‘a very marked increase in 
appetite’ described as “‘a constant urge to eat’ in a 
significant number of patients.’ 

Lipomul-Oral, providing 120 calories per fluidounce, contains vegetable oil 40% w/v 
and dextrose, anhydrous, 10% w/v, preserved with sodium benzoate 0.1%. 


Supplied in one pint bottles 


1. Shoshkes, M., van Italie, T.B., Geyer, R. P. and Stare, F. J.: J. Amer. Dieter. A..27:197 (March) 1951. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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22 East goth St arrison Limite 


Abbott Laboratories... ... 
148 
Appleton-Century-Crofts, Inc....... 4 
Armour Laboratories......... 172-173 
Ayerst, McKenna & Harrison Ltd. 
opposite 144, 206 
Becton, Dickinson & Co.......... 190 
Bischoff, Ernst Co., Inc............ 10 
Gee. A. & Ga... 150 
Borroughs Weilcome & Co........ 167 
Central Pharmacal Co............ 138 
Chilcott Laboratories. .... opposite 128 
Ciba Pharmaceutical Products, Inc. 122 
Columbus Pharmacal Co...... 114-115 
Commercial Solvents Corp........ 168 
Cutter Laboratories.............. 195 
Edison Chemical Co.............. 169 
Endo Products, Inc............... 175 
Geigy Company, Inc............. 183 
General Electric X-Ray Corp...... 171 
Gerber Products Co.............. 154 
Hanovia Chemical & Mfg. Co..... 21 
Hoffmann-LaRoche, Inc. .......... 156 
Holland-Rantos Co. Inc........... 162 


176 | Sandoz Pharmaceuticals........... 118 
Kremers-Urban Co. 184 | Schenley Laboratories............ 22 
Lakeside Laboratories. ...208, 3rd cover 17, 193 
Lederle Laboratories ............. 152 Schieffelin & Co 177, 199 

M & R Laboratories......... 126, 203 Searle, G. D. & Co.............. s 
Macmillan Co., The............. 108 500-209 
Massengill, The S. E. Co.......... 201 Co., The......... 

McNeil Laboratories, Inc....... 24-25 Smith, Kline & French Laboratories 
Mead Johnson Co........... 4th cover fa -S, 112, 142, 166, 174, 179, 194, 202 
Strong Cobb & Co. Inc........... 191 
Merrell, The Wm. S. Co... .2nd cover Usichn Go. The...........- 204-205 
116-117, 186-187 Varick Pharmacal Co. Inc......... 23 
Mosby, C. V. & 106 | Walker Vitamin Products, Inc... ..124 
196 Warner, Wm. R. & Co. Inc....... 146 
Nepera Chemical Co. Inc...... 180-181 | Warren-Teed Products Co. The.... 9 
Parke Davis & Co..............- 170 | White Laboratories.............. 20 
Pfizer, Chas & Co. Inc........ 12,158 | Whittier Laboratories........ 105, 178 
130 | Winthrop-Stearns, Inc.......... 2, 120 
Riker Laboratories............... 16 | Wocher, Max & Sons, Inc......... 207 
Robins, A. H. Co. Inc... .opposite 136 | Wyeth, Inc. 14 


SURGICAL SUPPLIES 


SYRINGES 
12 NEEDLES 
A $6.25 VALUE FOR $3.49 


Three beautifully-made, high quality, 
green-glass syringes, 2 cc. capacity. 
Clear, legible, indelible graduations. 
No leakers or backfirers. Twelve stain- 
less-steel razor-sharp needles in your 
choice of sizes up to 23 ga., 1” long. 

Our catalog price $6.25—special 
combination offer at $3.49. Money 
back or replacement of goods if not 
as guaranteed. Offer limited to pres- 
ent stocks. Order No. GP 10. 


609 College Street, Cincinnati 2, Ohio 
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parentora! 
control of edema... 
just one or two tablets daily- 
plus an 


occasional 
injection 


MERCUHYDRIN 


(brand of meralluride) 
ORAL MERCURIAL DIURETIC 


To secure the greatest efficacy and all the advantages 
of Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed 25 to 50 tablets. 


dosage: One or two tablets daily— morning or evening—preferably after meals. 
available: Bottles of 100 tablets. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 


M-18 


» INC.. MILWAUKEE 1, WISCONSIN 
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ve, well tol SODIUM 


intramuscularly, ifavenously and subcutancously 


“Reaser and Burch, using radioactive isotopes, have confirmed 
earlier evidence that mercurial diuretics greatly increase the 
urinary loss of sodium. The sodium diuresis precedes water diuresis 
by two to four hours, and sodium excretion per day may be in- 
creased sevenfold while water excretion is merely doubled.” 
Editorial: J.A.M.A. 135:576, 
Nov. 1, 1947. 
“... The concentration of sodium in the urine was increased nearly 
two and one-half times by the injection of the mercurial diuretic, 
while the average total excretion of sodium in 24 hours was in- 
creased more than four times by MERCUHYDRIN injections.” 
Griggs, D. E., and Johns, V. J.: 
California Med. 69:133, Aug. 1948. 


MERCUHYDRIN Sodium (brand of meralluride sodium) is 


available in 1 cc. and 2 cc. ampuls. 


és, INC., MILWAUKEE 1, WISCONSIN 
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puts a smile 
in the 


vitamin spoon... 


Mead’s new vitamin emulsion 


of unexcelled flavor 


1 PINT (473 CC.) 


and physical qualities 


A PALATABLE EMULSION OF WITAMMNS M 
ALD. THIAMINE. RIBOFLAVIN ulcin’s refreshing orange flavor, sunny yellow 


AND WIACINAMIDE color and pleasant aroma will bring smiles to the faces 
of your young patients at vitamin time. 
Both children and adolescents enjoy taking Mulcin 
and USP. XIV cxystaline directly from the spoon. For infants, Mulcin mixes 
SHAKE BEFORE USING KEEP IN REFRIGERATOR 
easily with formula, fruit juice or cereal. 

Clear, light texture of remarkable smoothness and 
non-sticky, easy-pouring consistency enhance the 
physical excellence of this vitamin emulsion. 

A product of pharmaceutical elegance, Mulcin is a 
distinguished new member of Mead’s vitamin family. 


EACH TEASPOON OF MULCIN SUPPLIES: ? 


VitaminD . . « 1000 units EVANSVILLE 21,1N D., U.S.A. 
Thiamine . . © «© © 
Niacinamide . . . « « 80mg. 


Available in 4 oz. and 16 oz. bottles 
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